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PREFACE TO THE SIXTH EDITION. 




This little book was written in 1899 and pnb- 
lished in the spring of 1900. It has been re- 
markably successful for a book of its class, and 
reached its fourth edition before it was two 
years old. Since that time it has again been 
revised, and also reprinted once or twice. 

It had been the author 's intention to ' ' let well 
enough alone" and allow the work to die a 
natural death and go out of print in a dignified 
manner before it began to grace the shelves of 
the second-hand book shops or figure in the pre- 
mium list of some medical periodical ; but it 
seems that the end is not yet to be, for the pub- 
lishers have called for still another revision and 
he has not the moral courage to refuse the first 
product of bis pen a new lease of life. It cannot 
be said that this has been an easy task, for, to 
make the book worthy of the generous support 
it has received during the last seven years and 
of value as an index of modem obstetric meth- 
ods, it has been found necessary to go over it, 
page by page and almost line by line, until it 
may virtually be said that it has been entirely 
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rewritten. Particular attention has been be- 
stowed upon the chapters covering Forceps, 
Version, the Mutilating operations and the In- 
duction of Abortion and Premature Labor, and 
many new and valuable illustrations have been 
added to the text. 

The author can only reiterate, in this preface, 
as it has been his privilege to do so many times 
before, his sincere appreciation of the generous 
treatment the book has received at the hands of 
the medical profession, and express his hope 
that the present edition, which will doubtless be 
the last, may be as warmly welcomed as were 
those that preceded it. 

J. B. C 

616 Madison Avenue, New Yobk, 
July, 1908. 



PREFACE TO THE SECOND EDITION. 



The cordial reception accorded to this little 
work lias been most gratifying to the author, 
and he wishes to take this opportunity to ex- 
tend his most hearty thanks to the many pro- 
fessors and teachers of Obstetrics and others 
who have written him letters of commendation 
and approval. That the book now comes to 
a second edition within eight months of its 
initial appearance is ample evidence of the 
many friends it has made. 

To the gentlemen who have reviewed the 
volume in the various medical journals the 
author is under the deepest obligations, not 
only for the many words of praise that have 
been granted it, but for the adverse criticism 
as well. 

These reviews have all been carefully ex- 
amined, and certain of the present changes are 
due to suggestions received from these sources, 
although, of course, the original plan has been 
rigidly adhered to. One or two statements have 
been made, however, which with the reader's 
kind indulgence will he discussed briefly. 
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A well-known journal, in a most compli- 
mentary review, says, "His instructions are 
proper, but, we fear, impracticable in most cases 
of confinement that fall to the lot of the busy 
general practitioner. No man can afford to do 
all this work for a ten-dollar fee. That is why 
it ia not done. Patients will not pay for it and 
it is not fair that the doctor should, nor is it 
possible in most instances." 

The fact of this matter is that no man has 
any mora! right to accept cases when he is so 
busy that he cannot g^ve them proper attention. 
In every town there are certain women who are 
willing and able to pay well for work which 
they know is properly and scientificaliy per- 
formed, and the "busy general practitioner" 
win do better to content himself with occasional 
eases of this sort and turn over the ten-dollar 
patients to the younger men just out of college 
who have ample time to give them proper care. 

It has always been difficult for the writer to 
understand why men, who have spent many 
years in the practice of medicine, who have 
acquired a certain degree of reputation, and who 
are undeniably busy, will belittle themselves 
and their calling by accepting fees that can 
mean but one of two things : either that they 
are giving their services for a mere pittance. 
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in which case they should be looked upon as 
philanthropists of a very poor sort, or that they 
are performing such careless, slovenly work 
that they are overpaid if they receive any re- 
muneration whatever. 

Modem aseptic surgery absolutely demands 
time and careful attention to detail, and while 
the recent graduate has the time in which to 
perform such work for a small fee in his effort 
to build up a reputation, it goes without saying 
that the really busy man who adopts the same 
course is not doing justice to himself, his 
patient, or his profession. 

Another journal, in an article that is also 
highly commendatory, says, — 

"The only objection we find to this manual 
consists in the exorbitant expense it imposes 
upon both physician and patient. Only the 
wealthy classes could afford to provide them- 
selves with everything it recommends in the 
way of equipments." 

This statement is hardly logical. The outfit 
advised for the patient's use can be purchased 
for less than ten dollars, and many of the arti- 
cles can be improvised from material to be 
found in every house. Moreover, experience 
has taught that everything suggested will have 

> be provided sooner or later, and it is merely 
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a question of doing so at one time, before labor 
begins, or of procuring supplies in driblets after 
confinement has taken place. 

The outfit called for in this book may be 
modified somewhat, of course, but in the main 
it represents only the necessities of every labor 
properly conducted, and women who cannot 
afford to pay for necessities should be regarded 
as charity patients and treated as such. 

The physician's outfit will cost about thirty 
dollars, and a man who has paid hundreds of 
dollars for his education cannot afford to begin 
his professional career without proper equip- 
ment. 

The author's only apology for these somewhat 
lengthy remarks is based upon his desire to 
see practical obstetrics elevated to the dignity 
of an art instead of lowered to the level of the 
midwife's intelligence. 

J. B. C. 
210 West 13aTH Stbeet, New Yobk, 
February 25, 1901. 
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This Manual is written solely from the point 
of view of the private practitioner, and in the 
earnest hope that it will prove of benefit to 
those yonnger memhers of the medical profes- 
sion who are jnst beginning the struggle against 
the adverse conditions so constantly encoun- 
tered in the ordinary practice of midwifery. 

To this end, the "hospital idea" has been 
entirely eliminated from the book, and the pho- 
tographic plates and other illustrations, all of 
which have been made especially for this work, 
are designed to show the methods employed, not 
in a lying-in institution, but in the every-day 
work of the practising physician. 

The author wishes to emphasize the statement 
made in the introductory chapter, — that the 
methods herein described are thoroughly and 
essentially practical and, in the end, simple. 

A man cannot do good work as an obstetri- 
cian unless he can be surgically clean from the 
beginning to the end of his cases, and he cannot 
convert an ordinary bedroom into an aseptic 
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lying-in chamber without a certain amount of 
careful preparation. 

Once this preparation has been made, and be 
is absolutely sure that he can meet, in an instant, 
any emergency that may arise, he will enjoy a 
confidence in himself and in his ability to do 
good, honest, aseptic work that will amply repay 
him for his pains. 

The author's sincere thanks are due to Dr. 
J. E. Tillinghast and Mr. N. B, Greene for val- 
uable assistance in many ways, and to Mr. I. N. 
Boyce for bis painstaking care in making the 
photographs. 

J. B. C. 
269 West 138th Street, New Yobk, 
March 24, ISOO. 
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A MANUAL 



Obstetrical Technique 



I INTRODUCTION 

Thehe was once a man who said that he had 
no fear of drowning because he had made a 
careful study of the article on Swimming in the 
Encyclopjedia. When Mb boat capsized and he 
found himself in the water, his astonishment 
and chagrin at his helplessness were exceeded 
only by the delight with which he welcomed the 
timely arrival of an expert swimmer who mer- 
cifully dragged him ashore. 

Out of the great number of physicians who 
graduate every year, comparatively few have 
received any practical training in the art of 
obstetrics, except as they have witnessed five 
or six deliveries in a well-appointed Maternity 
Hospital, and not one in a hundred has had the 
actual management of a case throughout the 
pregnancy, labor, and puerperium. 
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While hospital training lays the best and 
most substantial foundation for future success 
in medicine and surgery, it cannot, from the 
very nature of the case, do more than qualify a 
student in hospital methods; and these are, of 
necessity, so vastly different from the methods 
of the practising physician that there can be 
little comparison between them. Nor can books, 
written from the hospital point of view, giving 
hospital statistics and hospital results, do other- 
wise than impart to their readers the hospital 
side of the question, so that, whether or not a 
student has served as an interne in a lying-in 
institution, he usually views the matter, at the 
beginning of his practice, in the same light. 
Let him know his theory never so well, it will 
serve him to little purpose until he is able to 
apply it properly; and this ability can only 
come of actual experience and a thorough knowl- 
edge of the conditions that are encountered in 
private practice. 

It is a noteworthy fact that the average physi- 
cian does not, in the early years of his practice, 
get entirely satisfactory results in his obstetri- 
cal work. He may succeed in keeping his mor- 
tality record down to a legitimate point, but his 
morbidity rate is usually far higher than it 
should be, and this through no fault of his own. 
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Unfortunately, a course in Obstetrical Tech- 
nique, as applied to private practice, is not, as 
yet, considered a necessary adjunct to the regu- 
lar medical curriculum; and while the student 
is taught how to perform podalic version, or to 
apply forceps before the head has entered the 
pelvic brim, he is not taught how, under the 
most discouraging circumstances, to manufac- 
ture enrroimdings that will enable him to con- 
duct a normal ease of labor in an absolutely 
aseptic manner. 

Familiarity breeds contempt, and normal 
deliveries are such commonplace, every-day 
affairs that many physicians will make more 
elaborate preparations for the amputation of a 
toe than for the management of an ordinary 
obstetrical case. 

Better let the toe be chopped off with an axe, 
the bone allowed to slough out and the wound 
to heal by granulation, than subject one woman 
to even a mild puerperal infection that will 
transform her from a strong, healthy being to a 
confirmed invalid, a burden to herself, her hus- 
band, and her family. 

Success in the management of maternity cases 
cannot be accomplished by means of the most 
elaborately equipped obstetrical bag ever de- 
^Kvised, unless provision is also made for keeping ■ 
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the parturient canal and its adjacent parts sur- 
gically clean from tlie beginning of labor to the 
end of the puerperium. 

It is on ttiis account that the writer uses, and 
strongly advises others to use, the "Obstetrical 
Box," except with such patients as can afford 
trained nurses and expensive maternity outfits ; 
and the practitioner will find himself more than 
repaid for the trouble of making it ready and 
sending it to the patient's house by the conveni- 
ence of having it at hand when labor occurs. 

Every step outlined in the book has been put 
to practical test of the most severe kind, and 
the entire method reduced to the simplest and 
least cumbersome form consistent with the per- 
formance of satisfactory work. 

Under definite routine management from the 
beginning of pregnancy to the end of the puer- 
perium the number of maternal deaths due to 
child-bearing should be very small indeed, for 
it is usually only necessary to foresee the 
danger in order to forestall it effectually ; while 
with the Obstetrical Box already at the patient's 
house, together with the outfit carried by the 
physician when summoned to the case, the con- 
duct of the labor is placed on a hospital footing 
in respect to asepsis and preparation for emer- 
gencies of every sort. 
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PREGNANCY: EARLY MONTHS 



It is desirable that the pregnant woman 
place herself nnder medical care as soon as she 
is aware of her condition, and physicians should 
use every legitimate means to inculcate this idea 
among their patients. With the wealthy classes 
it already holds to a great extent, but women in 
more moderate circumstances do not, as a rule, 
deem it necessary to consult their physicians 
until they have reached the seventh, eighth, or 
even ninth month of utero-gestation. 

In consequence of this delay, many women 
present themselves, within two or three months 
of their expected confinement, in a most deplor- 
able physical condition. They are no better 
fitted to undergo the ordeal of labor than ia an 
imtrained pugilist qualified to enter the prize- 
ring. In both instances, the period calling for 
strength and endurance is comparatively short, 

tbnt tie process of "training" should be as long 
nd as thorough as circumstances will allow. 

f As the fighter steps into the ring so should the 
woman enter the lying-in chamber, — in the 
"pink of condition." 
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To accomplish this end, the obstetriciaa mnst 
follow a definite plan in the management of his 
cases. 

The woman will either send for the physician 
or call at his office to "engage" him to confine 
her, and as custom has decreed that, in the 
majority of instances, work of this sort shall be 
performed for a stipulated inclusive fee, she 
win, very probably, inquire at once as to the 
cost of the services to be rendered. 

A word as to the business relation of the 
obstetrician to his patient will not be out of 
place at this point, for it is of importance that 
this matter be clearly understood from the first 
Leaving out of consideration the comparatively 
few patients to whom expense is a matter of no 
moment, and who should be charged according 
to the number of visits made, as for any other 
professional service, the physician's fee for 
aeconeheraents must be governed by that of his 
professional neighbors. 

If it is more than is usually charged in the 
vicinity in which he practises, he will find his 
cases few and far between ; while, if it is less, 
he will soon be relegated to the rank of a "cheap 
doctor" obliged to cut rates in order to secure 
patients, and only to be trusted in simple, un- 
complicated cases. When his practice has at- 
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tained such dimensions that he cannot accept 
all the cases offered him, he can weed it out by 
raising his fee to any amount that seems advis- 
able, but until that delightful time is reached the 
wiser plan is to follow the custom of his fellow- 
practitioners. 

The fee should cover all necessary medical 
attendance and advice relating to the pregnancy 
from the time when the woman is first seen until 
two weeks after the confinement has taken place, 
and this matter must be made perfectly clear to 
her. The physician will then be in a position 
to keep a careful watch over her health and con- 
dition, both before and after labor, unhampered 
by the thought that she may resent his atten- 
tions as an effort to increase bis bill by unnec- 
essary visits. The fee should be the same at 
whatever period of gestation the patient pre- M 

sents herself; for it is exceedingly desirable to ■ 

have her under observation from as early a date ' 

as possible, and women will be encouraged to 
place themselves under medical care in the early 
months of pregnancy as soon as they learn that 
they do not incur additional expense by so doing. 

The financial question having been adjusted 
as briefly as is consistent with clearness, the ■ 

physician will proceed to the technical features M 

t;ase. ^H 
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In the first place, he should make sure that 
the patient is actually pregnant. As a rule, this 
is the case, and a few well directed questions 
will serve to settle the matter ; but occasionally 
it happens that a woman who is extremely de- 
sirous of having a child, or one whose husband is 
anxious for an heir, will imagine a pregnancy 
which has no existence in fact. Also, an un- 
married woman, who has reason to fear that she 
may be with child, will, not infrequently, brood 
over her threatened disgrace, until, in her own 
mind, she is positive that she is pregnant. 

As may he supposed, a physician's reputation 
is not enhanced by the fact that he has made 
preparations for the confinement of a woman 
who has never conceived. 

In doubtful cases the obstetrician's diagnos- 
tic skill will often be tested to the last degree, 
and in many instances no definite opinion 
can be formed until g'estation has reached a 
point that will admit of the positive recogni- 
tion of a fetus by means of its heartbeat or 
of its active or passive movements within 
the uterus. 

The Signs of Pbegkanct are divided by most 
writers into three classes, which are mentioned 
here in the inverse order of their diagnostic 
value. 
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, Pbesumptive Signs: 

1, Menstrual Suppression. 

2. Vomiting ("Moming Sickness"). 

3. Vesical Irritability. 

4, Mental and Emotional Phenomena. 

Morbid Longings, etc. 
B. Pbobable Signs: 

1. Mammary Changes. {Enlargement, 
Areola, etc.) 

2. Bimanual Signs. (Size of Uterus, 
Hegar's Sign, etc.) 

3. Abdominal Changes. (Size, Shape, 
Pigmentation, etc.) 

4. Violet Color of Vulvar and Vaginal 
Mucous Membrane. 

5. Changes in Cervix. (Size, Shape, 
Consistency, etc.) 

6. Uterine Murmur. Funic Souffle. 

7. Intermittent Uterine Contractions. 
("Braxton-Hicks Sign.") 

, Positive Signs : 

1. Passive Fetal Movements ("Ballot- 
tement"). 

2. Active Fetal Movements ("Quicken- 
ing"). 

3. Fetal Heart- Sounds. 

Menstrual, suppbession is placed first in the 
Jist of the Presumptive Signs of Pregnancy 
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because it is usually the first symptom noticed 
by the patient and mentioned by her to the 
physician ; but, in the experience of the writer, 
VESICAL IRRITABILITY IS oftcn the earliest indica- 
tion that conception has occurred. This not 
infrequently begins within a few weeks, or even 
days, after impregnation, and before the time 
for the next menstrual period; and while the 
woman is, of course, aware of its existence, she 
does not appreciate its significance, and so does 
not speak of it to the physician unless in re- 
sponse to his interrogations. 

Very little importance can be attached to 
menstrual suppression alone as a diagnostic 
point in the determination of pregnancy; and 
this statement is of especial force when the 
patient is a woman who has been married but a 
few months or weeks, 

A simple amenorrhcea may be due to one or 
more of a variety of causes, among which may 
be mentioned congestion or disease of the ntems 
or its appendages, pelvic or abdominal neo- 
plasms, atresia of the cervix from inflammation 
or disease, amemia, chlorosis, phthisis, mental 
or nervous disturbances, and change of climate 
or of the customary way of living. It is not 
difficult to see that a woman recently married 
is very apt to be subjected to mental and ner- 
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ins disturbances of one kind and another; 
TMle the conventional "wedding-trip" brings 
about a change of climate and a derangement 
of her customary way of living. Moreover, as 
sexnal intercourse in the early months of mar- 
ried life is almost always practised to excess, 
and is invariably accompanied by more or less 
irritation if not actual injury of the genital 
organs of the wife, it is quite possible for con- 
siderable cervical, or even uterine, congestion 
to develop, with a temporary amenorrhcea as a 
result. 

On the other hand, menstruation may con- 
tinue during pregnancy up to the time when the 
decidua reflexa meets the decidua vera on the 
opposite side of the uterus and closes the cavity. 
Such a flow may appear regularly at the proper 
dates for the expected menstruation ; and while 
the discharge is usually scanty, it may be con- 
siderable in early married life, because of con- 
gestion of the pelvic organs of the woman due 
to excessive sexual indulgences. In other words, 
sexual excesses may cause amenorrhcea when no 
pregnancy exists, or produce a return of men- 
struation after conception has taken place, so 
that, with newly-married women especially, the 
stoppage of menstruation is not of great value, 

ta presumptive sign of pregnancy. ^ 
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The statements of the patient in regard to 
menstrnal flow cannot always be relied opon. 
If she ia very anxious to have a child, she may 
say that her periods have stopped when, in 
reality, they have merely become very scanty, 
or if she is endeavoring to conceal her condition, 
she may even deny flatly that the flow has 
ceased, and occasionally go so far as to stain 
her napkins with the blood of some animal in 
order to substantiate her claim. 

These, of course, are the exceptions to the 
rule, but they should be borne in mind at all 
times if accuracy in diagnosis is to be acquired. 

Vesical irritability is a functional disturb- 
ance due to pressure upon the bladder by the 
phyfiiologically prolapsed uterus and to the ac- 
companying traction on the utero-vesical liga- 
ments. It may begin very early in pregnancy, 
and is considered by the writer to have more 
diagnostic value than is usually ascribed to it. 
In a woman who has been exposed to the possi- 
bility of pregnancy, the combination of men- 
strual cessation preceded by vesical irritability 
is a very suggestive one. It is, of conrse, im- 
portant to make sure that the irritability of the 
bladder is not due to a cystitis, which in turn 
may be due to inflammation or to disease of the 
pelvic organs. As such inflammation or dis- 
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ease may also account for the amenorrhcpji, thia 
combination of symptoms cannot always be 
depended upon; bnt under ordinary circam- 
stances its significance is very great The 
vesical symptoms usually disappear about the 
fourth month, when the uterus rises in the 
pelvis, to return again, near the end of preg- 
nancy, when the head settles down into the brim. 
VoMrriNG, the so-called ''morning elckness" 
of pregnancy, usually begins about the sixth or 
seventh week, but it may appear at auy time 
after conception, — occasionally as early as the 
second or third day. In mild cases this 8yuii>- 
tom consists merely of nausea or slight vomit- 
ing, beginning in the morning, immediately 
after arising, and continuing until about noon, 
after which time the woman is not troubled with 
any further gastric disturbances until the next 
morning. It is usually a reflex phenomenon and 
is due to the distention of the gravid uterus, but 
it may be caused by any irritation of the womb, 
such as might be brought about by displace- 
ments of that organ, by inflammation or conges- 
tion of the uterus or its appendages, or by 
growth of tumors in the pelvis. It is a very 
common symptom and one that cannot be dis- 
regarded, although it may be occasioned by ner- 

t. on the part of a woman who, being _ 
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married, does not want children, or wlio, being 
unmarried and yet possibly pregnant, fears the 
disgrace with which she is threatened. 

The vomiting which occurs late in pregnarii 
is an entirely different matter and usually points^ 
to some severe type of to3>emia. 

Mental and emotional phenomena, together< 
with morbid longings, are often symptoms 
value, but only as presumptive signs and wheo 
taken in conjunction with the indications al- 
ready mentioned. These are : a marked change 
in the disposition of the woman, whether from 
one of amiability to one of extreme asperity, or 
vice versa, or a sudden liking for unusual or 
even disgusting customs, habits, or articles of 
food. The writer had recently under his care, 
a woman who, as soon as she became pregnant, 
developed an uncontrollable appetite for raw 
potatoes. 

The mammary changes are of reflex origin 
and are dependent on the changes going on ia 
the uterus. They consist of a feeling of fulnesal 
in the breast, accompanied by pain and tingling 
sensations and the secretion of colostrom. 
There is also more or less darkening of the 
areola, and the breast becomes larger and 
firmer. Both mammary glands are equally en- 
larged and progressively developed, and the 
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changes begin as early as the second month 
and become more pronounced as pregnancy ad- 
vances. It must be remembered that any pelvic 
disturbances, such as metritis, fibroid or cystic 
tumors, or pseudoeyesis, may be the cause of 
similar changes in the breast, and that colos- 
trum is sometimes secreted for years after the 
cessation of lactation. Symptoms referable to 
the breast and resembling those of pregnancy 
are occasionally seen in unmarried women at 
the ordinary menstrual epochs ; but the appear- 
ance of colostrum in the breast of a woman who 
has never borne children is to be regarded with 
great sus^cion. 

In the nursing woman, on the other hand, the 
sudden suppression of the milk is decidedly sug- 
gestive of another pregnancy. 

In general, it may be said that the mammary 
signs are not of especial diagnostic value except 
when taken in connection with other symptoms. 

A satisfactory examination op the xftebus 
can be made only by the bimanual method, which 
shows, first, its size, and, afterward, a displace- 
ment, if any, which may exist. In normal preg- 
nancy the fundus will be found at the level of 
the symphysis pubis at the end of the third 
month, at the umbilicus at the end of the sixth 

lith, and at the ensiform cartilage at eight 
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and one-haif moitdH^ mfler wtuch. it will, in the 
majority of cases, be Bli^ttjr lover as the pre- 
Benting part aettles in the pdvis during the last 
fortni^t, and Qiis so-called "sinldng of the 
womb" is especially notieeable in prinii- 
gravida^ 

It mast also be remembered that these land- 
marks will be distinctly distorted in eases of 
twins, of polyhydramnios, or of other conditions 
which may affect the 8ize of the normal gravid 
ntems. 

Uegar's sign, which also is determined by 
bimanual examination, is dependent npon the 
fact that there is, jast above the cervix of the 
recently impregnated ntems, a portion of the 
uterine body whieli is extremely compressible. 
When the vaginal fingers are placed back of the 
cervix and those of the other hand are pressed 
down firmly against them just above the pubes, 
they can, in early pregnancy, be so closely 
approximated that there is apparently nothing 
between them but the abdominal wall. In other 
words, it seems as though there was nothing to 
the uterus but cervix, without any body what- 
ever. (Fig. 1.) 

If the uterus is markedly anteverted, as is 
often Uie case, the vaginal fingers should he 
placed in front of the cervix and those of the 
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abdominal hand pressed down over the pos- 
terior aspect of the fundus, as shown in Fig. 2. 
This sign may be detected as early as the sixth 
or eighth week; and while its positive recogni- 
tion requires considerable skill on the part of 




Hcgar's Sign of Pregnancy. 

3ie examiner, it is of great diagnostic value if 
it is clearly made oat. 

The ABDOMINAL CHANGES are not very trust- 
worthy, except as they may be regarded as cor- 
roborative of other symptoms present at the 
same time. The hypogastric flattening of the 
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belly, often described as a diagnostic symptom 
of pregnancy occurring in the eariy weeks, is, 
as a matter of fact, seldom noticed by the 
patient or appreciable to the physician. Tamers 




of various kinds, accumulations of fluid in the 
abdomen, and even obesity, may cause abdomi- 
nal distention greatly simulating that due to 
pregnancy. If this distention is of rapid devel- 
opment, it may even cause strije, the so-called 
"silvery lines" which commonly appear on the j 
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sides of the belly and extend down towards the 
flanks of the pregnant woman. 

The pigmentation of the linea alba and um- 
bilicus varies greatly in different subjects, 
being more pronoimced in brunettes and often 
entirely absent in decided blondes. The writer 
has seen the mother of several children whose 
abdomen resembled almost exactly that of a 
virgin, being entirely free from pigmentation or 
silvery lines. Even changes in size of the abdo- 
men may remain unnoticed until late in the 
pregnancy, as was the case in another patient 
recently under the author's care, who became 
pregnant during lactation, and did not appre- 
ciate any increase in her girth until the diagno- 
sis was made from other symptoms, notably 
Quickening, at the end of the fifth month of 
gestation. 

The violet color of the labial and vaginal 
mucous membrane may often be seen as early as 
the fourth week, but, per se, it is an unreliable 
sign, as it may be due to erethism, pelvic tumors, 
or any other condition causing great pelvic 
congestion. 

The cEEvis during pregnancy is shortened, 
thickened, and softened, because of its increased 
vascularity and consequent edema ; and, aecord- 

; to Goodell's rule, pregnancy is to be sus- 
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pected when the cervix is as soft as one's lipe, 
and highly improbable when it is as hard as 
the tip of one's nose. It must not be forgotten 
that inflammatory conditions of the ntems, myo- 
mata, and retained menstrual fluid may cause 
the cervix to take on the characteristics of preg- 
nancy, while cicatrices and cancerous or syphi- 
litic deposits may prevent the customary soft- 
ening during pregnancy and leave the cervix 
as hard as in the non-pregnant state. 

The UTEKINE MUBMUB is a soft blowing sonnd, 
synchronous with the maternal heart-beat, and 
is usually heard most distinctly over tiie left 
side of the uterus. It is caused by some inter- 
ference with the flow of blood through the uter- 
ine arteries; and, while it may often be heard 
after the fourth month of gestation, it is by no 
means a diagnostic sign, for it may also be 
recognized in cases of large uterine or oyaxian 
tumors. 

The FUNIC SOUFFLE, due to interference with 
the circulation of blood through the umbUieal 
arteries, is a high-pitched, hissing sound, syn- 
chronous, of course, with the fetal heartbeat, 
and when heard (in about fifteen per cent, of 
cases after the fifth month) is diagnoslii 
pregnancy. 

Inteemittent UTEBiira coNTBACTioK, Occurring 
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at intervals of about ten miimtes during the 
entire period of gestation, and often appreciable 
as early as the end of the third month, were first 
described as a sign of pregnancy by Braston- 
Hicks, and are usually spoken of in the books 
as the " Braston-Hieks sign," To obtain this 
sign the pabn of the hand should be placed 
lightly but firmly over the uterus, and held there 
until the organ is felt to grow hard and unyield- 
ing, as if under the influence of a labor-pain, 
after which it softens and again hardens, 
repeating the process at fairly regular inter- 
vals. This sign, when properly recognized, is 
of great value, and might almost be classed with 
the positive signs, were it not for the fact that 
it may be produced by any uterine tumor, such 
as a polyp, a soft myoma, or a collection of 
blood, and it sometimes occurs sympathetically 
in cases of ectopic gestation. It must not he 
confused with the contractions of an over-dis- 
tended bladder, and to guard against this pos- 
sible error the bladder should be emptied with 
the catheter before examining for the Braxton- 
Hicks sign. 

Little need be said concerning the positive 
signs, except in regard to the methods of exami- 
nation for these symptoms. 

Ballottement is of two varieties, abdominal 
and vaginal. 
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The abdominal method, which is seldom H 
adopted, is performed with the patient lyine on ^ 



adopted, is performed with the patient lying on 
her back. The hands of the examiner are placed 
lightly one on each side of the abdomen, and 
with a single sudden tap of the fingers of one 
hand the fetus is felt to float slowly through the 
liquor amnii to the opposite side of the uterus, 
where it stops with a gentle impact, which is 
transmitted through the uterine and abdominal 
walls to the opposing finger-tips. A similar tap 
on tbis side will send it back again, and the 
process may be repeated until the examination 
is thoroughly satisfactory. For the successful 
practice of abdominal ballottement the neces- 
sary conditions are a sufficiently large fetus 
moving freely in a sufficient amount of amniotic 
fluid. It is usually first appreciable in the latter 
part of the fourth month, and may be noticed 
at any time throughout the entire pregnancy, 
and even in the early part of the first stage of 
labor. 

In the practice of vaginal ballottement the 
principle is the same, but the method is different. 
With the patient standing on her feet, or sitting 
on the edge of a chair, or reclining in a half- 
sitting posture in bed, one hand is placed lightly 
on the abdomen, over the fundus, and two fin- 
gers of the other hand are inserted into the va- 
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gina, with the palmar surface of the finger-tips 
resting in the anterior fornix against the ante- 
rior surface of the lower uterine segment. A 
sndden, gentle tap is imparted to the uterine 
wall by the tips of the vaginal fingers, and the 
fetus is felt to rise slowly through the amniotic 
fluid until its impact against the fundus is felt 
by the abdominal hand. It then sinks again to 
the bottom of the uterus, stopping with a soft, 
gentle "bump," which is distinctly recognized 
by the vaginal fingers, Va^nal ballottement 
is the more satisfactory of the two methods, 
and may be practised as early as the latter part 
of the fourth month. It is more easily recog- 
nized in the fifth month, and becomes still more 
distinct in the sixth and seventh months, after 
which, on account of the increased size of the 
fetus in comparison with the capacity of the 
uterine cavity it becomes more and more doubt- 
ful until, in the ninth month, it is absent en- 
tirely. It is needless to say that, when it is 
practised, every aseptic precaution must be ob- 
served as in the conduct of any other vaginal 
examination. 

The positive recognition of the signs obtained 
by the performance of ballottement requires 
considerable skill on the part of the examiner; 
bnt when they are undeniably present, they con- 
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stitate one of the three positive signs of preg- 
nancy. It must not be forgotten, however, that 
a small uterine polyp, a cyst of the ovary, or 
even a stone in the bladder may give signs simi- 
lar to, though not exactly like, those obtained 
from the presence of a fetus in the uterus. 

It should be borne in mind that vaginal bal- 
lottement is usually extremely distasteful to 
the patient and that its practice is seldom, if 
ever, necessary in order to make a positive 
diagnosis of pregnancy. 

The detection of active fetal movements ealla 
for no special skill or experience on the part of 
the examiner. These movements consist of 
sudden kicks and jerks, which, after the fifth 
month, are often visible through the abdominal 
wall. When the fetus is less vigorous its mo- 
tions in the uterus may be felt by placing the 
palm of the hand firmly but gently over the 
abdomen and keeping it there until the motions 
occur. If the fetus is unusually quiet, its ac- 
tivity may be stimulated by chilling the examin- 
ing hand in cold water before placing it over 
the uterus. Although in the early months of 
pregnancy, and in eases of pseudoeyesis 
throughout the entire period of supposed ges- 
tation, the patient occasionally mistakes intes- 
tinal peristalsis and the rambling of flatus for 
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^■fetal movements, there is, in reality, nothing 

™ ■which actually resembles this sign, and it is 

always present except when the fetus is dead. 

The sound of the fetal heaetbeat has been 
compared to that of a watch ticking under a 
pillow. It can seldom be heard before the fifth 
month, although by a practised ear it may some- 
times be detected a week or two earlier. It 
cannot by any possibility be confused with any- 
thing else, for the only sound which it resembles 
^that of the maternal heart — is distinctly 
slower and is not heard over the abdomen. The 
pulsations of the maternal blood-vessels do not 
sonnd like heartbeats at all, nor is their rate 
per minute compatible with that of fetal pulsa- 
tions. 

During the examination for the fetal heart- 
sounds the patient should lie on her hack, with 
her abdomen exposed and her knees slightly 
flexed. A stethoseoi)e should always be used, 
out of consideration for the feelings of the 
patient, although it is undeniably the case that 
these sounds can often be more clearly made out 
by the direct application of the ear to the 
abdominal wall. 

While this direct method of auscultation may, 
therefore, be adopted in difficult cases, the 
examiner should never neglect to cover the belly 
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with a large handkerchief or a thin towel or 
sheet before applying his ear to the abdominal 
wall, and he must always remember to so turn 
his head that his face will be directed toward 
that of the patient and away from her genital 
organs. This procedure is almost invariably 
regarded by the woman as more or less indeli- 
cate and should be avoided if possible. 

The lower half of the abdomen should be 
examined carefully, beginning on the left side 
and then crossing over to the right, after which 
that part of the uterus above the umbilicus is 
to be auscultated in the same way. When the 
heartbeat is located, it should be followed up 
until its point of maximum intensity ia found. 
If it seems to be equaJly loud at two points 
remote from each other, the possibility of mul- 
tiple pregnancy is to be kept in mind. In such 
an event, unless the existence of twins can be 
absolutely excluded by other means, it would be 
well to have two equally skilful observers count 
the rate during the same minute at these differ- 
ent points and compare results. If, perhaps 
after repeated counts, they find a marked diflfer- 
ence in the rates at the two points, the presence 
of twins would be practically a certainty. 

Lifee active fetal movements, fetal heart- 
sounds, when present, are absolutely diagnostic 
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of pregnancy, and, unless the child is dead, they 
are always present during the second half of 
gestation, although at times they are located 
with great difficulty, and in rare instances they 
cannot be heard at all. 

While the "Presumptive" and "Probable" 
signs are always worthy of careful considera- 
tion, the last three, as their heading indicates, 
are the only ones which are absolutely infallible, 
and a diagnosis of pregnancy cannot be made 
with certainty until at least one of the "Posi- 
tive Signs" has been clearly demonstrated. 

It must be borne in mind that, as a rule, a 
sufficient number of the presumptive and prob- 
able eigns of pregnancy can be found to estab- 
lish a diagnosis in the early months beyond any 
reasonable question of doubt, and that in rare 
instances only is it necessary to wait until posi- 
tive signs have become manifest. 

When a woman, supposedly in the first or 
second month of utero-gestation, presents her- 
self with no more definite symptoms than a 
history of menstrual suppression for one or 
two periods and slight nausea, or even vomiting 
on arising, the tactful physician will study her 
own wishes in the matter, and, while being abso- 
lutely non-committal, allow his opinion to lean 
in the direction of her desires. Thus, if the 
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woman is married, and evinces by her manner 
that she is anxions to have a child, she may be 
told that she ig, in alt probability, pregnant, and 
that in a couple of months the matter can be 
settled definitely. In the meantime, she shonld 
be advised to go on with her preparations for 
her confinement, on the ground that if she is 
not pregnant now she will be eventnally. 

If, on the other hand, the woman shows a 
marked aversion to the idea, she may, 
perfect propriety, be told that while her symp- 
toms are certaintly suggestive they are by no 
means conclusive, and that imtil more definite 
signs have developed she need give herself no 
great concern. 

Such exhibitions of tact on the part of the 
physician not only do no harm, but, on the other 
hand, may save him from making an error in 
diagnosis; while at the same time the patient's 
confidence is gained with as much certainty as 
if a positive opinion had been rendered. 

If every woman applying for advice in the 
early months of pregnancy were told flatly that 
it was impossible to diagnose her condition at 
that time, she would, in nine cases out of ten, 
take her earliest opportunity to consult a more 
tactful, though no less truthful, practitioner. 

So, while the young physician must be always 
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on his guard against positive statements in the 
early months of gestation, a little tact and good 
judgment may be the means of saving for him 
many a case that would otherwise go to his 
rival across the street. 

At times it may be necessary to diffekentiate 
PREGNANCY from: 

1. Ovarian Tumor, (Pregnancy may co- 
exist. ) 

2. Uterine Tumor. (Fibroid; Pregnancy may 
co-exist.) 

3. Amenorrhoea, due to congestion of corpus 
or cervix uteri. 

4. Hematometra. (Retained menses.) 

5. Physometra. (Gaseous distention of 
uterus.) 

6. Hydrometra. (Distention of uterus by 
fluid.) 

7. Distended Bladder. 

8. Fecal Accuranlations. 

9. Obesity. 

10. Ascites. 

11. Tympanites. 

12. Psendocyesis. (False or feigned preg- 
nacy.) 

In these conditions and from the obstetri- 
cian's point of view, it is only necessary to 
lember that, on careful examination, none of 
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the positive signs of pregnancy will be fomid, i 
and few, if any, of the other indications. In 
trief, the woman is either pregnant or she is 
not pregnant; and it will often be found a far 
easier matter to make an accurate diagnosis of : 
her condition than to overcome her own firmly 
settled opinion on the subject. 

When all doubt as to the existence of preg- 
nancy has been cleared away, the following 
matters are to be investigated, preferably in 
the order in which they are discussed here, and 
the results of the examination recorded for 
future reference. 

The importance of taking ajad preserving a 
careful histoby of every obstetrical case cannot 
be overestimated, and if every physician would 
adopt such a plan at the beginning of his prac- 
tice, he would have, at the end of ten years, a 
mass of clinical data of the greatest possible ' 
value to him in his work. 

The records of a man's own cases, if syste- 
matically taken and preserved, are worth many ' 
times more to him than equally good histories 
of cases occurring in another man's practice. 
They show him what he himself can do, and, by 
mercilessly exposing his weak points i 
turn, they continually urge him on 
work and higher ideals. 
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To be of the greatest valae, histories should 
be entered on the records when obtained, for 
data written down from memory are often mis- 
leading and onreliable. For this purpose cards 
or slips of paper are the most convenient, as 
they can be carried in the pocket like prescrip- 
tion-blanks, while the patient is under frequent 
observation, and afterwards put on file for ref- 
erence. The History Cards used by the writer 
are designed especially to meet the require- 
ments of the general practitioner, and are fully 
explained in Appendix A. 

The HisTOBY of a given case should begin with 
its date; the patient's name, address, age, and 
nationality, together with the date of her mar- 
riage, the probable date of her confinement, and 
the number of the pregnancy; whether first, 
second, or third, etc. 

If, for example, a woman is pregnant for the 
first time after several years of married life, the 
fact should be known in order that the cause 
of the temporary sterility may be investigated. 

The Famh-y History of the patient is often 
of value, and should not be overlooked, and any 
diseases of her parents that might have an influ- 
ence on her own health or condition should 
noted. 

The occurrence of twins in her own family, 
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and more especially in that of her husband, 
should be noted, for it must be remembered that 
heredity forms a very strong factor in the pro- 
cess of twinning and that this trait is far more 
often transmitted through the father than the 
mother. 

Her Pehsonal Histoei must be carefully in- 
vestigated, particularly with respect to rickets, 
scarlatina, diphtheria, nephritis, syphilis, and 
malaria. If the age at which the patient first 
walked can be learned, it will be of help in deter- 
mining the existence or non-existence of rickets 
in early life, and may lead to the discovery of 
a rachitic pelvis. The oecurrenee of diphtheria 
or scarlatina during childhood would naturally 
put one on his guard against serious renal dis- 
turbances during pregnancy, while a straight- 
forward history of a past nephritis would, of 
course, call for the utmost vigilance. Syphilis 
is not so often encountered, but it must be re- 
membered that it may be found where it is least j 
expected. 

If the woman is known to be a sufferer from 
malaria, the occurrence of fever during the 
puerperium may be accounted for from this 
cause, but a most rigid search for a possible 
septic origin must never be neglected. 

A Physical Examination of the heart, lungs, 
46 
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liver, and spleen should be made and the condi- 
tion of these organs carefully noted, together 
with any other facta that may suggest them- 
selves. Valvular disease of the heart or tuber- 
culosis in any form will call for particular care 
and judgment in the management of the ease, 

The Menstbual History is of direct impor- 
tance in various ways. For example: a woman 
usually dates her pregnancy from what she con- 
siders to have been her last menstruation. On 
cross-examination it may be found that, while 
she ordinarily menstruates with the greatest 
regularity every twenty-eight days and flows 
for four days, the period which she regards as 
the last occurred five, sis, or seven weeks after 
the one next before it and lasted only one day. 
This would suggest, either that the last hemor- 
rhage was probably a mere incident in the 
course of her pregnancy, and not a true men- 
struation at all; or it might point strongly to 
the existence of an ectopic gestation. 

On the other hand, if she flowed profusely, 
and for a week or more (whether with or 
without pain), after an irregular interval, 
the possibility of an unrecognized miscar- 
riage must be borne in mind. The. regular 
occurrence of pain at the menstrual epochs 

t suggest a displaced or undeveloped 
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uterus, which in turn, might be associated with ■ 
a deformed or undeveloped pelvis. H 



a deformed or undeveloped pelvis. 

Previous Pregnancies should be the subject 
of careful questioning. If any were interrupted 
before term the month of interruption and, if 
possible, the causes should be learned. The 
occurrence of vomiting, headache, and edema 
during past pregnancies must be noted. 

Previous Labobs often, though not alwa; 
serve to indicate the probable character of an 
expected one. They should be investigated as 
to their number and character (whether easy, 
difficult, protracted, precipitate, etc. ) . The 
condition, and, if possible, the weight of the 
infants must be learned, and any complications 
that may have occurred are to be noted, together 
with the treatment instituted. 

If, for example, the woman has habitually 
borne oversized children, this fact must receive 
due consideration; while, if, in the past, her 
labors have been accomplished only by means 
of forceps, version, or craniotomy, the causes 
rendering the operation necessary should be 
determined. A slight pelvic deformity that 
would otherwise pass unnoticed, or an exostosia 
springing from an otherwise normal pelvis, 
may be the root of the trouble, and premature 
labor induced a few weeks before the natural 
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termination of the pregnancy would suggest 
itself as a possible solution of the difficulty. 

Pbeviotib Child-beds demand equally careful 
consideration. If fever has occurred in any or 
all of them, its duration, time of onset, and, if 
possible, its cause should be ascertained. Many 
women prefer to employ the same nurse for 
every confinement ; and if a patient has always 
suffered from fever after her labors while in 
the hands of the same nurse but under the care 
of different physicians, the substitution of 
another and more competent nurse may he the 
means of keeping the temperature down to the 
normal degree. Care must be taken, of course, 
that no injustice be inflicted upon the nurse, but 
under the circumstances mentioned she should, 
at least, be imder the closest surveillance and 
her tenure of office should hang by a thread. 

If, in the past, the woman has not nursed her 
infante, the reason should be asked ; and if her 
breasts have been at fault, they should receive 
especial care during her present condition. 

Any other complications that may have arisen 
in the past must be carefully investigated and 
noted down. 

The date of her Last Menstruation is now J 

to be fixed, together with its duration and I 

Iount (whether normal, scanty, or profuse), ^^^^J 
L • 1 
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SO that its value for compnting the duration of 
her pr^nancy may be determined by comparing 
it with her usual menstrual periods. 

It must be remembered that no arbitrary- 
statement can be made as to what constitutes 
normal menatruation, and that, in any given 
case, the function is to be regarded as normal 
when it preserves a regularity as to amount, 
duration, and interval between periods, always 
provided that the woman's general health is 
uniformly good. 

Thus, one woman many menstruate with per- 
fect regularity at intervals of exactly three 
weeks and flow for three days, while, in another 
case, the interval may be five weeks and the 
duration four days; and yet in both instances 
the process must be regarded as normal if the 
women are well in every respect, and if their 
respective menstrual periods have always 
shown the same characteristics. 

When the date of the last true menstruation 
can be definitely established, as is usually the 
ease, labor may be expected to occur approxi- 
mately two hundred and eighty days after the 
beginning of the flow. As it is practically im- 
possible to fix the exact date of the impregna- 
tion, and as it does not follow that labor will 
take place in precisely two hundred and eighty 
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days after conception, even when the exact day 
is known, there is no necessity for employing 
any of the complicated methods of determining 
the probable date of labor. The simplest method 
is the best, and there is none simpler or better 
than that of Niigele, which consists in counting 
back three calendar months from the first day 
of the last menstruation and adding seven days. 

For example : if the last menstruation began 
on September 10, count back three months, or 
to June 10, and add seven days, wliieh will give 
June 17 as the probable day of delivery, with 
an allowance of at least a week on either side. 
The patient should then be told that she will 
probably be confined some time between June 
10 and June 24. 

If Quickening has occurred, the fact may be 
learned by asking the woman if she has "felt 
life," and the date on which fetal movements 
were first noted should be recorded. The time 
when these active movements of the fetus are 
recognized by the mother varies considerably, 
but in general it may be said that they are first 
felt about the middle of pregnancy; that is to 
say, four and a half months before the expected 
date of labor. 

If calculations based on the last menstruation 
and on quickening lead to approximately the 
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same date, it may usually be regarded as the 
correct one for the labor, and so entered on the , 
History Card. In other cases it may fee neces- 
sary to investigate the amount of uterine en- 
largement before any satisfactory conclusions 
can fee reached. 

This procedure is of the utmost importance 
and should be practised far more frequently 
than is usually done. The fundus uteri will be 
found at the level of the symphysis pubis at the 
end of the third month of gestation ; at the level 
of the umbilicus at the end of the sixth month; 
and at the ensiform cartilage at about eight 
and one-half months; after which it may be I 
expected to settle slightly, especially in primi- 
gravidffi. 

It is to be remembered, of course, that, in I 
cases of twins, of overgrowth of the fetus, o£ ] 
monsters, and of polyhydramnios, these land- 
marks may be greatly distorted. 

If the woman goes two weeks over term- after 
a definite date for the delivery has been decided 
upon, the induction of labor (Chap. XVI.) is 
usually indicated, and should always he care- 
fully considered. Such cases of "missed 
labor" result almost invariably in overgrowth 
of the fetus, and often end disastrously to the 
child, if not to the mother, unless the pregnancy 
is terminated promptly. 
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The Krause method of inducing labor, if 
properly and aseptically conducted, entails no 
greater risk to either patient than does a normal 
delivery, and is the one to he chosen. The tech- 
nique of this procedure is described in detail in 
Chapter XVI. 

The Present Pregnancy now calls for the 
closest scrutiny, and no untoward symptom 
should, by any chance, be overlooked. 

Vomiting, if it occurs, should receive appro- 
priate treatment. 

The reflex vomiting of the early months can 
usually be controlled by careful attention to 
the bowels and the administration of the fol- 
lowing : 

^So(^ii bromidi, gr, \; 
Aquffi eamphorte, Sss- 
Sig, — To be given every four hours. 

If this is not efficacious, more active measures 
must be adopted ; and under no circumstances 
should a patient be permitted to become so 
weakened by vomiting that her life or even her 
health is endangered. If the irritability of the 
stomach is such that no food whatever can be 
retained, and if it cannot be corrected by drugs, 
special diet, rest in bed, rectal feeding, or dila- 
tation of the cervix, the induction of abortion 
is not only perfectly justifiable but absolutely 
imperative as soon as the woman bepns to show 
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signs of failing flesh and strength with a rising 
temperatare. 

It must not be forgotten that the vomiting 
which occurs late in pregnancy is to be regarded 
with the greatest suspicion, even when it causes 
the patient very little discomfort, for it is often 
indicative of some severe toxemic disturbance. 

Headache, especially if continuons, may also 
be of toxemic origin, and its cause must be accu- 
rately made out. 

Syncope, while often of no significance, may 
occasionally be traceable to disorders of the 
renal function and must never be neglected. 

Edema of the feet and legs is not uncommon 
as a result of pressure on the abdominal veins, 
and is usually of no especial moment; hut if it 
extends to the upper extremities or to the face 
it is often of the gravest import. 

The degree of Arterial Tension must be noted, 
and its relation to the amount of kidney strain 
must be kept constantly in mind. 

This question of kidney strain must never be 
lost sight of, and it is to be remembered that not 
90 much depends upon the actual organic con- 
dition of the kidneys as upon the ability of any 
given kidneys to perform successfully the extra 
work imposed upon them during gestation. In 
other words, it must not be forgotten that while 
a woman with actual organic renal disease may, 
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and often does, pass through pregnancy and 
labor without any serious renal disturbance, the 
kidneys of another woman, which were abso- 
lutely normal at the beginning of gestation, may 
break down completely before the onset of labor. 

The presence or absence of albumen or sugar 
and the amonnt of urea excreted in each twenty- 
four hours must be considered carefully and the 
dangers of renal complications are to be firmly 
implanted in the patient's mind, as well as the 
positive assurance that these dangers can be 
averted if frequent and regular examinations 
of the urine are made. 

No matter how early in pregnancy a woman 
may place herself under medical care, an analy- 
sis of her urine should be made within a week 
of her first visit. Afterwards a specimen should 
be examined on the first of every month, until 
the beginning of the eighth month of gestation, 
and then weekly, until labor has taken place. 

It is the writer's custom to make these exami- 
nations on Wednesdays, the patient being in- 
structed to bring or send her specimen on the 
first Wednesday of each month, until the eighth, 
and then on every Wednesday until she is con- 
fined, 

A list of specimens due to arrive on each M 

Wednesday is kept, and the names are checked I 

^-pfi as they come in. If, as sometimes happens, fl 
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a woman forgets or neglects to send her speci- 
men, fihe is notified at once by mail or mea-' 
senger, and instructed to send it within twenty- 
four hours, without fail. 

It is needless to say that a certain amount 
of tact must be used in enforcing this rule, but 
its observance should invariably be insisted 
upon, for cases in which unexpected eclamptic 
seizures occur are, almost without exception, 
those in which the routine esamination of the 
urine has been omitted. 

If, after the importance of the matter has 
been carefully explained to her, a woman per- 
sistently neglects to send her specimen when it 
is due, the physician had best decline the case 
entirely. If he continues to attend her, he will 
find that none of his other directions will be 
complied with, imless they are to her liking, 
and his control over her will he lost. 

The writer supplies to his patients, in which 
to send their specimens, wide-mouthed, four- 
ounce bottles labelled as follows : 

IMPORTANT. 

Tftke Bpeclmen from mted evening and loornlnB urine, 
before aooa on WEDKBtDAV. 
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When a full bottle is left at the o£Bce, the 
bearer receives in exchange a clean empty one, 
with a new cork and freshly labelled, for the 
following week. This plan insures a clean 
bottle, a sufficient quantity of urine for testing, 
and, more than anything else, impresses upon 
the patient's mind the importance of sending 
the urine regularly and promptly. 

By having all the specimens sent on the same 
day of the week, the work of examining them 
is lessened to a marked degree. Each specimen 
should be tested for albumen, sugar, and urea 
as well as microscopically, and the results of 
the analyses recorded on the History Card or in 
a hook kept for the purpose. The writer does 
not require his patients to measure the quantity 
of urine passed in twenty-four hours unless, 
from the examination of a night to morning 
specimen, it seems advisable to do so. 

The examination for albumen must, of course, 
never be neglected, but it is to be remembered 
that many women, suffering from albuminuria 
to a marked degree, present no eclamptic symp- 
toms whatever; while others, in whose urine no 
albumen, or but a trace at the most, is to be 
found prior to the first convulsion, not so very J 

infrequently suffer an eclamptic seizure either I 

^^1 labor or in the early hours of the puerperium. I 
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A fall realization of this fact may serve to 
explain many of the otherwise apparently inex- 
plicable eases of eclampsia which physicians are 
so prone to narrate. After the first attack, 
however, albumen in large amount is alwaya 
to be found. 

In a word, the mere presence of albmnen, even 
in considerable quantity, but without other sig- 
nificant symptoms, is to be regarded more as 
the yellow fiag of caution than as the red flag 
of danger. 

Masked Deficienct in the Exobetion at 
Urea Constitutes the Most Significant Siair 
OP Threatened Eclampsia and this matter will 
be considered more fully on another page. 

Sugar, in small amounts, is often found in the 
urine of pregnant women, especially in the early 
months, but its presence is seldom, if ever, of 
any consequence except in conjunction ivith 
other symptoms. 

The determination of the amount of urea in 
a ^ven specimen is best accomplished by means 
of the "Doremus ureometer," a little appa- 
ratus to be had of any dealer in laboratory 
supplies and costing in the neighborhood of one 
dollar. Explicit directions are furnished with 
each outfit and no detailed description of its 
method of use is necessary, unless it be to 
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emphasize the fact that, in examining for urea, 
a specimen must be furnished from the entire 
mixed quantity of urine voided in twenty-four 
hours, and that this twenty-four-hour amount 
must be measured and accurately stated. 

The ureometer will show the percentage of 
urea to the ounce or cubic centimetre of urine 
and if the total quantity voided in twenty-four 
hours is known, it is a matter of simple multi- 
plication to determine the number of grains of 
urea excreted in the same length of time. 

This urea-test must never be neglected in 
any ease of albuminuria or in those which show 
other premonitory or suggestive symptoms of 
eclampsiaj and it is, by far, the safer plan to 
make it part of the routine examination of the 
urine of pregnancy ; for, by this means, we have, 
at present, the only absolutely reliable way of 
foretelling the probable onset of an eclamptic 
seizure. It must be remembered, however, that 
the test is practically valueless unless the speci- 
men is taken from a carefully measured twenty- 
four-hour amount, for the excretion of urea 
varies greatly from hour to hour and unless the 
total volume can be learned no definite conclu- 
sions can be reached. 

If the percentage of urea falls to 1.5, the 
wenty-four-honr quantity should always be 
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ascertained in order that the amomit of urea 
excreted in that length of time may be learned. 

So long as this amount equals or escei 
three hundred grains per diem no concern nei 
be felt ; but if it falls much below that quantity 
the case should be carefuJly watched, daily 
examinations being necessary in some instances. 

In addition to the more important subjects 
already discussed, the patient should be advised 
in the following matters : 

Her Bowels, if constipated, as will probably 
be the case, must be carefully regulated, and] 
such advice or treatment given as will insun 
at least one satisfactory stool every twenty-foi 
hours. 

An overloaded state of the bowels during gei 
tation not only strongly favors the development' 
of toxemia but is, also, one of the common 
causes of uterine inertia at the time of the labor. 

The necessity for keeping her digestive tract 
in good condition, and the extra strain to which 
constipation subjects her already overworked 
kidneys, should always be made perfectly cleari 
to the patient. 

Her Appetite, if poor, may call for a simple' 
bitter tonic, but, as a rule, judicious exercise in 
the open air will be all that is necessary. It is 
to be borne in mind, however, that, in general, 
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the appetite is somewhat increased during preg- 
nancy ; and while a woman may be expected to 
eat more heartily than at other times, she must 
restrain her desire for food to a reasonable 
degree, lest her infant develop to a size dispro- 
portionate to the capacity of her pelvis. 

This does not often happen, but cases have 
been recorded in which the unusually large size 
of the fetus seemed to be directly traceable to 
excesses in eating. 

Unusual articles of food are not likely to do 
harm unless it can be shown that they are direct 
causes of digestive disturbance; but, in any 
event, it is always best to limit the ingestion of 
red meat to once daily in order to avoid over- 
loading the system with nitrogenous matter and 
so subjecting the excretory organs to a strain 
which may result in an eclamptic condition. 

The Skin must be kept in good condition, and 
its relation to the renal function sho^dd be 
briefly explained. 

A warm bath with plenty of soap, followed by 
brisk rubbing with a coarse towel, should be 
taken daily, preferably at night. It is better to 
have the daily bath taken at night, just before 
retiring, in order to avoid the danger of "catch- 
ing cold." 
rThe Teeth will require more than ordinary 
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attention during pregnancy; and it is a good 
plan to advise the patient to consult a dentist 
and have her mouth examined and her teeth put 
in order before her condition is very far ad- 
vanced. After this has been done, the frequent 
use of any simple alkaline mouth-wash, com- 
bined with thorough brushing of the teeth both 
hefore and after meals, as well as at bedtime 
and on arising, will effectually prevent the 
occurrence of any destructive process. 

Regular Exercise in the open air should be 
taken every day, but it must never be pursued 
to the point of fatigue, and all violent exertion 
must be avoided. Of all forms of out-door exer- 
cise walking is the best, because of its effect in 
favoring the engagement of the fetal head. 
Beginning with the eighth month, the woman 
should increase her daily walk half a mile a day 
until six miles becomes her daily average. 

It is to be borne in mind, however, that every 
woman is a law unto herself and no daily task 
may be insisted upon if its performance cause 
the patient undue fatigue or exhaustion. A 
walk of six miles daily is merely mentioned as a 
general average of the ability of the ordinary 
woman, and this distance must never be insisted 
upon if it is obviously beyond the patient's 
strength and power of endurance. 
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Golf, in moderation, carriage riding over 
smooth roads, and croquet may also be indulged 
in. Stair-climbing, lifting heavy weights, and 
similar forms of exertion are extremely dan- 
gerous, while the sewing-machine, most fittingly 
styled a "labor-saving" device, should never 
he used during pregnancy. Dancing, especially 
at night in a hot, stuffy room, is to be strictly 
forbidden. 

Sleep in greater amount than usual is re- 
quired by the pregnant woman, and a short nap 
every afternoon is highly desirable. 

Clothing must be adapted to the requirements 
of the woman's condition, and anything that 
interferes in the slightest degree with the full 
development of both mother and child must be 
given up. 

Corsets should never be worn during preg- 
nancy, for not only do they compress the abdom- 
inal contents and predispose to maldevelopment 
and malpositions of the fetus as well as to dis- 
turbances of the renal and digestive functions, 
but, by pressure on the constantly enlarging 
breasts, they cause flattening, if not actual de- 
pression of the nipples, and, by impeding free 
respiratory movements put an additional strain 
on the already hypertrophied heart. In their 
place some form of "Corset Waist," by means 
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of which the skirts can be supported from the 
shoulders, may be worn, and it, together with 
the outer garments, must be enlarged from time i 
to time as the abdomen increases in size. I 

Underwear should be of wool, in weight suited 
to the season of the year, and should consist of 
under-drawers reaching to the ankles and wrap- 
pers with long sleeves. "Wool is recommended 
because it absorbs the moisture of the body as 
rapidly as it is excreted, thereby keeping the 
skin dry at all times and preventing suddoiJ 
changes of surface temperature. I 

Garters that encircle the leg add to the ' 
already existing tendency towards the forma- 
tion of varices in the lower limbs, and should be 
discarded in favor of some form of hose sup- 
porter that may be attached to the corset waist. 

Sexual Intercourse during pregnancy should, 
from a physiological standpoint, be interdicted. 
In any event the husband and wife should be 
advised to occupy separate beds during the , 
early months, when abortion is liable to occur, | 
and again towards the end of gestation, when^ 
premature labor pains are so easily induced. 

Advice on this subject need not be offered 
unless it is asked or the circumstances seem to 
call for it, and it is doubtful if the physician i 
can ever be certain that his directions are fol- J 
lowed after they are ^ven. 
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The patient must also be instructed to notify 
her physician at onee if any unusual complica- 
tions or conditions arise during the course of 
her pregnancy; and it is well at this time to 
give her a list of the articles that she will need 
for her confinement. 

As this Manual treats solely of technique, it 
is assumed that the reader is familiar with the 
unusual as well as with the ordinary diseases 
and disorders of pregnancy, and only those mat- 
ters have been discussed that should have a 
place in the routine management of every case. 
The physician need not concern himself with 
any of the rarer complications except as they 
may occur in individual instances, when, of 
course, he will be apprised at once of their 
onset. 

For some time past the writer has made use 
of a little pamphlet treating in a very brief and 
non-t«chnieal way of the hygiene of pregnancy, 
the preparation of the patient for labor, and 
the arrangement of the lying-in room ; and con- 
taining a list of the articles to be provided by 
the patient for her confinement.* 

A copy of this little book is given to each 
patient when she applies for treatment, so that 
she may consult it at leisure at her home and 
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always have it at hand. By this plan the physi- 
cian is saved the recital of a long list of matters 
which the woman would be very apt to forget 
or to confuse in her mind. 

Having now recorded his patient's history, 
advised her as to the care of herself and her 
preparations for labor, impressed upon her 
the importance of sending her urine regiilarly 
for examination, and urged her to consult him 
freely if anything interferes with her usual 
good health, the physician is at liberty to dis- 
miss her from his mind until the beginning of 
the eighth month of utero-gestation. 
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It will be remembered that, on the occasion of 
the patient 's first visit, she was given a list of 
articles to be provided by herself for use at the 
time of her confinement. 

These articles should be in readiness at least 
three weeks before the expected date of labor, 
and should be as follows : 
A. Fob the Mothee. 

Six Abdominal Bindebs, one and one-half 
yards long by one-half yard wide ; made of the 
cheapest grade of unbleached mnslin. This 
muslin comes in a width of one yard, and four 
and one-half yards are required to make the 
necessary number of binders. They should be 
torn in the proper size and the selvage torn off, 
but it is not desirable to have them hemmed or 
finished in any other way. They should then be 
washed and ironed to make them soft and com- 
fortable. The cheapest grade of muslin is 
recommended because the more expensive, and 
consequently heavier, quality does not take the 
pins well, and is stiff and uncomfortable when 
in Tise. 
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Two Obbtetrical Pads, each twenty inches 
square, made of cheese-cloth, stuffed with cotton ^ 
batting {not absorbent cotton) until they are 
three to four inches thick. They shonld then be 
"tacked" or tufted sufficiently to keep the cot- 
ton from slipping, and are to be placed under 
the patient's buttocks at the conclusion of labor. 

When practicable, it is well to have them 
sterilized before use; but this is not absolutely 
necessary if the pads are made with clean hands 
from new material, as should always be the case. 

Two AND One-Half Dozen SANrrABr oe 
Vulva Pads. These are made of absorbent 
cotton, ten by three inches and two inches thick, 
and are covered with bleached cheese-cloth or 
plain absorbent gauze, which is, in reality, the 
same thing with the sizing washed out. They 
must be made of absolutely new and fresh ma- 
terial, with clean hands, and, if practicable, 
should be sterilized before use. 

As soon as they are made they are to be done 
up in packages of six, and each package 
wrapped separately in a clean towel or in clean 
white muslin and laid away in a convenient 
place, free from dust, until wanted. 

They are used during the puerperinm to place 
over the vulva to receive and absorb the lochia, 
and are to be changed as often as they becmne 
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soiled. Soiled pads must be removed at once 
^from the room and burned. 

One Dozen Clean Towels, preferably old 
loft ones without fringe. These are to be 
pinned np in another clean towel and laid away 
with the other supplies. They are for use only 
about the patient, and are not for the hands of 
the physician or nurse. If a sterilizer is avail- 
able they should be sterilized, but this is not 
indispensable. If no towels are to be had for 
this purpose the diapers provided for the baby 
may be used, but they must then be thoroughly 
boiled and washed and ironed before they are 
employed about the child. 

Safety-Pins. Two papers of large and one 
of small size, in addition to those required for 
preparing the bed. 

One New Nail-Bbush for the nurse. The 
physician will bring his own. 

Absohbent Cotton. Half-pound. 

TiNcTUBE OF Gheen Soap. Four ounces. 

Alcohol. Sis ounces. For bathing purposes. 

Two Pieces op Rubbee Sheeting, each two 
yards square. The one to be placed directly 
over the mattress on which the patient lies dur- 
ing the pnerperium may as well be of the so- 
called "enamel-cloth" (white), such as is nsed 
on kitchen shelves. It is very inexpensive, and 
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will answer perfectly well for the two or three 
weeks that it is in use, after which it should be 



The other piece should be of the regular 
quality" of white rubber sheeting, to be foond 
at the druggist's. After the labor has taken 
place it may be thoroughly cleaned and used on 
the infant's bed, where it will be needed for the 
next two or three years. It must, however, be 
cleaned immediately after labor and before the 
discharges have had time to dry. 

Two Wash-basins, preferably of agate or 
enamel ware. These will be needed for solu- 
tions at the time of the labor; afterward, for 
bathing the patient's genitals during the puer- 
perium, and still later for use about the infant. 

One Slop-jae or Pail, made perfectly clean, 
and used, during labor, for receiving soiled 
sponges, towels, and the like, as well as any 
solutions or discharges that can be directed 
into it. 

A GIooD SuppLr of clean towels (in addition to 
the dozen already mentioned), sheets, pillow- 
cases, and night-gowns, for the patient's nae. 
Nothing is more discouraging than to require a 
clean sheet or night-gown at such a time and 
find that it is not to be had, while clean towels, 
almost without number, are needed in the 
lying-in room. 
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'. Fob the Infant. 

Olive Oil. Eight ounces. For anointing the 
infant immediately after birth and before it is 
washed. A good grade of salad oil answers 
every purpose. 

Ohe Ttjbe Plain White Vaseline. 

One Cake Castile Soap. 

Six Flannel Bindebs. Six inches wide by 
one-half yard long. Forty-cent flannel, or 
better if desired. 

One Soft Flannel Blanket one yard square 
to wrap the infant in immediately after birth. 
Any old piece of flannel, such as a petticoat or 
the like, will answer perfectly well, provided it 
is soft and clean. 

FoiJB Dozen Diapers of linen or cotton diaper 
cloth. The cotton cloth is just as good as the 
linen and is less expensive. Not less than four 
dozen should be provided, and it is a great con- 
venience to have one or two dozen more. 

One Infant's Bath-tub. The baby will not 
be bathed in the tub until the umbilicus is 
healed, but it may be required at the time of 
the confinement for resuscitating an asphyxi- 
ated infant by immersion in hot water. 

One Bath Thebmometer, The temperature 
of the infant's bath should never be ' 
at" by the nurse. 
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^^M One Box Talcum Powder. 

^^V Two PowDEB-BoxEs AND PuFFS of different) 

^H appearance ; one for the buttocks and body ; th< 

^H other for the neck and ears. 

^^b One Small Nail Scissobs. 

^^H One Soft Infant's Haie-brush, 

^^F A Supply of small squares of absorbent gauze" 

^H or clean old linen, for washing the infant's 

^H mouth, eyes, and ears and to be destroyed after 

^B use. 

Two Sponges, one for the buttocks and one 
for the body. 

Six Soft Wash-cloths for the face and neck. 
Two Large Soft Bath-towels to wrap the 
child in after its bath. 

It will be seen that many of the above named 
articles can be improvised from material 
already on hand. 

Four Undershirts of stockinet. 
Four Petticoats of flannel. 
Four Night-gowns of stockinet or flannel, 
according to the season of the year. 
Ten Slips, the more simply made the better. 
The undergarments should be made to open 
in the back so that they may be fitted together 
and into the slip or dress, and all the clothing 
put on at once. They may be purchased ready 
made, under the name of the "Gertrude Gar- 
ments for Infants. 
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THE PATIENT'S OUTFIT 

The above outfit of clothing is the smallest 
allowance with which a child can be kept clean 
and comfortable, and it would not be an extrav- 
agance to double the number of undergarments 
mentioned. 

The various articles for the mother's use are 
to be laid away in a convenient place; prefer- 
ably in a bureau drawer which has been emptied 
and cleaned for their reception and where they 
will be readily accessible to the physician or 
nurse. 

Confusion and delay after labor has began 
are as undignified as they are annoying. 

In like manner, the infant's outfit should be 
pnt away in a convenient drawer or closet. 

The physician should assure himself that his 
instructions on these subjects have been com- 
plied with to the letter if he wishes to perform 
his duties as an obstetrician in a manner con- 
sistent with the dignity of his profession. 

Note. — The outfit for the motber'a use, as described above, 
18 now made up hy Johnson & Johnson, of New Brunswick, 
New Jersey, and can be obtained through an; druggist or 
dealer in surgical supplies. 
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With the eighth month of utero-gestation 
begins the most critical period in the life of a 
pregnant woman, and she must be under close 
observation from this time until the end of the 
puerperium. 

The TJbine, which, until now, has been sub- 
jected to monthly tests, must be examined every 
week, and the physician must be constantly on 
the alert to recognize at once the possible onset 
of symptoms indicating gestational toxemia. 

The very fact that eclampsia is a rare com- 
plication, occurring but once in three hundred 
pregnancies, should serve as an added reason 
for the exercise of every imaginable precaution 
against its development, and it must be remem- 
bered that this condition is more likely to be 
encountered in women pregnant for the first 
time and especially so in cases of illegitimate 
pregnancy. 

The man who relies on the rarity of a pre- 
ventable complication to protect his patients 
against its attack is not worthy of membership 
in an honorable profession. He had best give 
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up his medical career and devote his energies 
to the gaming-table, where the element of luck 
holds a more legitimate position. 

It is the writer's fimi belief that, under 
proper management, eclamptic seizures can 
always be prevented, provided the woman place 
herself unreservedly in the hands of her physi- 
cian during the early months of pregnancy, and 
follow his instructions implicitly throughout the 
entire period of gestation. To insure this pro- 
tection, however, frequent and often daily ex- 
aminations of the urine may be necessary, 
together with rest in bed and the observance 
of the strictest dietary and hygienic precau- 
tions, while as a last resort the induction of 
abortion or of premature labor may be the only 
alternative. 

Moreover, it must not be forgotten that cer- 
tain grades of gestational toxemia which do not 
seriously threaten the mother's condition may 
so affect the fetus that, after every other meas- 
ure has been tried without success, labor must 
be induced in order to save life of the infant. 
In consequence of this fact the fetal heart- 
sounds must be examined at frequent intervals 
during an attack of albuminuria of any signifi- 
cance. 

In justice to himself, the physician should not 
shoulder such responsibilities unless the patient 
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is entirely willing to aid him by following 
directions to the letter, and, as has already been 
said, he had best retire from the case if his con- 
trol over her cannot be complete and unques- 
tioned. 

"He is a poor physician who is not a stern 
despot," and the professional reputation of 
many a young man has been permanently in- 
jured by the fatal outcome of one or two cases 
in the early years of bis practice, wbeu his good 
nature got the better of his good judgment. 

The Examination op the Peegnahcy should 
never be delayed beyond the beginning of the 
eighth montit, and it is well to take the pelvic 
measurements as soon as practicable after the 
patient's first visit. The results of the examina- 
tion are, of course, to be noted on the History 
Card. (See Appendix A.) 

Unless the physician has an oflSce nurse, 
which is hardly to be expected in the early years 
of his practice, this examination is best made at 
the woman's house, and always by appointment 

The woman should be directed to attire her- 
self as for the night, and to lie on a hard mat- 
tress or on a couch, covered with two sheets, as 
for a vaginal examination. (Plate V.) 

The Beeasts should be carefully inspected 
and their form, the condition of the nipples, 
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and the character and amount of the secretion 
must be noted. From now on these organs must 
be carefully watched and prepared to perform 
their functions. 

The nipples are to be anointed every night 
with albolene, or some similar liquid petroleum 
product, to soften the crusts formed by the 
escaping colostrum, and this is to be followed 
in the morning by a thorough cleansing and 
removal of the crusts with castile soap and 
warm water, after which the entire breast is 
to be stimulated by bathing in water as cold as 
can be borne. If the nipples are smalt or de- 
pressed, they should be drawn out with the 
thumb and forefinger for five minutes every 
night and morning. If inverted, an attempt 
to draw them out should be made daily with a 
breast-pump, which must be employed with 
every attention to surgical cleanliness. The so- 
called "English" breast-pump is the best for 
this and all other purposes, but it must never 
be forgotten that irritation of the nipples, 
no matter how performed, may tend to the 
causation of uterine contractions, and all manip- 
ulation or treatment of these organs must be 
discontinued at once if it proves to be the exciter 
of pelvic pain or even discomfort. If the nipples 
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are eroded, ulcerated, fissured, or eczematous, ^M 
suitable treatment must be instituted at once. H 
It should be remembered, too, that, aside from V 
the discomfort and even danger to which the V 



mother is subjected by reason of tender or dis- 
eased nipples, the ebild as well is bound to 
suffer to a greater or less degree if suckling 
is not conducted in a normal manner or if it } 
becomes entirely impossible. 

The Abdomen is next to be inspected, and its 
size (large or small) and form are to be noted. 
A very large abdomen may contain twins, while 
one that is pendulous or laterally displaced may , 
indicate pelvic deformity, a malposition or an j 
intra-abdominal neoplai 

The ExTEENAL Pelvic Measukementb should 
now be taken and the length of the various ' 
diameters carefully noted. As has been said, 
it is well to make this part of the examination 
as soon as practicable after the patient's first 
visit, so that if deformity is discovered ample 
time will be had for determining the best method 
of terminating the pregnancy. 

This suggestion, of course, applies only to ] 
primigravidffi and to multigravidfE who give 
histories of difficult operative deliveries. 
Women who have home children easily in past 1 
instances need not be suspected of pelvic de- 

78 
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formity, but, as a matter of routine, all women 
seen for the first time should be subjected to a 
thorough pelvimetrie examination not later than 
the beginning of the eighth month of gestation. 

Such an examination is, of course, unneces- 
sary in subsequent pregnancies, for reference 
to the first History Card will give the required 
data. 

Collier's pelvimeter will be found the 
most satisfactory for the needs of the general 
practitioner and may be had of any well- 
equipped dealer in surgical instruments. It is 
inexpensive (costing in the neighborhood of two 
dollars) and is graduated both in inches and in 
centimetres. In this work the metric system 
alone is used as being more in accord with the 
teaching and writings of the best modem 
authorities. 

The most important of the external pelvic 
measurements is the external conjugate, which 
is the distance between a point one-eighth ol 
an inch below the upper edge of the symphysis 
pubis and the depression below the spinous 
process of the last lumbar vertebra. 

In the great majority of women this diameter 
will be found to be between twenty and twenty- 
one centimetres, and there is only ten per cent. 
t contracted pelves when the external conju- 
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gate is between nineteen and 21.5 centimetres. 
Between sixteen and nineteen centimetres there 
will be fifty per cent, of contractions, and if 
the distance is sixteen centimetres or under 
shortening of the tme conjugate is certain to 
exist. 

Offing to the variations in the thickness of 
the bones and the interposed soft parts in dif- 
ferentwomen.the external conjngate diameter is 
only of relative value in determining the length 
of the true conjngate of the brim. A very ron^^ 
estimate may be made by subtracting 8.5 centi' 
metres from the external measurement; but 
when it is remembered that every fraction of a 
centimetre in the tme diameter is of the utmost 
importance, the impossibility of arriving at any 
definite conclosions in this way can easily be 
understood. 

Considerable practice is required before ihft- 
extemal conjugate diameter can be measured 
with accuracy, and the beginner in pelvimetry 
shonld take advantage of every opportuni^ 
afforded him for acquiring skill in this impof'! 
tant method of examination. 

In addition to the external conjugate diam- 
eter, the following measurements shonld be 
taken: 
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Nornukl. 
ween anterior superior apinea . . 26 centimetres. 

iliac eresta 29 " 

trochantera 31 " 

poBterior superior apinea . . 9.8 " 

The right and left oblique diameters are 
measured from the posterior superior spinous 
process of the ilium on one side to the anterior 
superior spinous process of the opposite side, 
and are approximately twenty-two centimetres 
in length, although the right is usually a trifle 
longer than the left. The right oblique diameter 
is taken when the woman is lying on the right 
side and extends from the posterior superior 
spine nearest the table to the diagonally oppo- 
site anterior superior spine. 

If there is any marked difference between 
them, the other measurements suggested by 
Nagele should be taken. They are: a. From 
the tuber ischii on one side to the posterior 
superior spinous process of the ilium on the 
other; 6. From the anterior superior spinous 
process of one ilium to the posterior superior 
spinous process of the other; c. From the tro- 
chanter major of one side to the posterior 
superior spinous process of the opposite ilium. 

The simple, flat, non-rachitie pelvis, as well as 
the obliquely contracted pelvis of Nagele, in its 

tser degrees, are very difficult of diagnosis, and - 
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will always pass unrecognized unless accurate, 
and methodical measurements of every pelvii| 
are made, for there is nothing in the patient 
appearance or history to direct attention to her^ 
deformity. 

To a less degree the same is true of the other 
forms of abnormal pelves, and unless the physi- 
cian gives pelvimetry a prominent place in the 
routine management of his cases he will en- 
counter many a contracted or deformed pelvis 
where he is least expecting it. 

The external conjugate diameter, the obliqu) 
diameters, and the distance between the pos- 
terior superior spines are taken while the 
patient is lying on her side with her back 
towards the operator, and her thighs sli^tlyj 
flexed on her abdomen. ' 

The depression below the spine of the last 
lumbar vertebra may usually be felt distinctly 
as a little hollow below which no spinous proc- 
ess will be found. Distinct dimples often mark^j 
the posterior superior spines of the ilia. I 

For the other external measurements the 
woman lies on her back with her legs extended. 
The pelvimeter should be held in such a posi- 
tion that the scale can be distinctly seen when 
the measurements are made. {See Plate I.) 

Many instruments have been presented for 
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determining the length of the diagonal conju- 
gate and true conjugate diameters, none of 
which is adapted to the routine requirements of 
the general practitioner, but the Jacobson pel- 
vimeter devised by Dr. Sidney D. Jacobson of 
New York, which permits the accurate measure- 
ment of all the internal diameters of the pelvis 
without causing excessive pain to the patient, 
is so far ahead of all others that have been 
offered that it is to be particularly recommended 
to the student of pelvimetry. The following 
method, however, is the least complicated, and 
therefore the best for ordinary use. The 
patient is placed in the lithotomy position and 
brought to the edge of the bed with her buttocks 
reaching beyond the mattress. After every 
antiseptic precaution has been taken, as for a 
vaginal examination during labor (see page 
110), two fingers are introduced into the vagina 
and carried up until the tip of the middle finger 
encounters the sacral promontory, care being 
taken that neither the last lumbar nor the second 
sacral vertebra is mistaken for the first sacral 
vertebra. The hand is now raised in the median 
line until the arcuate ligament under the sym- 
physis is distinctly felt on its radial edge. This 
point is fixed with the forefinger of the other 
hand, and its distance from the tip of the middle 
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finger is measnred by the pelvimeter after the! 
examiniiig haod has been withdrawiL (Fig. 3.)! 
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This gives the diagonal conjugate, and \ 
snbtracting from it one and three-fonrtlis cen-l 
timetres the approximate length of the true coi 
jugate diameter is determined. 

From these measnrements the diagnosis ofl 
the pelvis (normal, fiat, rachitic, etc.) is to he* 
made and noted on the History Card. 

If the pelvis is contracted to such an extent^ 
that the delivery of a living child at term is out f 
of the question, the best method of terminating 
the pregnancy must now be decided upon. 

If the true conjugate diameter is 9.5 centi- 
metres (ext. conj, about 17.5 centimetres), labor 
should be induced at the thirty-sixth week of 
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|Hnf the true conjugate is only eight centimetres 
^nffext. conj. about sixteen centimetres), labor 
should be induced also at the thirty-sixth week, 
and aided by forceps or version. Or, labor may 
be induced at the thirty-second week and the 
child reared in an incubator. 

If the true conjugate is seven centimetres or 
less (est. eonj. about fifteen centimetres), the 
woman may be allowed to go to term and be 
delivered by Cesarean section, unless the cir- 
cumstances are such that the operation cannot 
be skilfully performed, when, in justice to the 
patient, abortion should be induced as soon as 
the deformity is recognized. 

It must always be remembered that Caesarean 
section is an elective operation in every sense 
of the word, and must never be attempted after 
protracted efforts at delivery by forceps or ver- 
sion have been made. 

In such eases the child will probably be mori- 
bnnd, if not dead, and the mother will be greatly 
exhausted and in no condition to undergo the 
strain of a capital operation. Craniotomy will 
afford the woman far better chances for recov- 
ery and should be regarded as the proper 
procedure. 

The Petal Heabt is next to be located and 
coanted. If it is most distinctly heard above 
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an imaginary line drawn horizontally across the H 
hpllv flt thp IpvpI nf the iiinhiliViis a brfifinh ^ 



belly at the level of the umbilicus a breech 
presentation is probable, while, if it is loudest 
below that line the fetus is probably presenting 
by the vertex. If, at best, it is very faint, a 
dorso-posterior position may be expected ; 
while, if it is very loud and distinct, the back 
of the fetUB is probably lying close to the abdom- , 
inal wall of the mother. 

The frequency of the fetal heart is not of 
any especial significance except by comparison 
with itself. That is, marked variations in its 
rate would indicate disease of the fetus and | 
call for investigation. 

Fetal movements should be noted as to their 
site, amount, and strength, and serve as an index 
to the vitality of the infant, while, by their loca- 
tion, they help in determining the position of 
the child by showing the location of its limbs. 

The Presentation and Position of the fetus 
must now be made out by careful abdominal 
palpation, and the relation of the presenting 
pole to the pelvic brim should be noted. 

If it has not yet entered the brim, gentle, firm, 
and well-directed pressure will determine the 
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ease or difficulty with which it will engage. ^| 

The Vaginal Examination, which should bd^| 

I coincident with the internal pelvic measure- H 
J 



PREGNANCY: LAST MONTHS 

ments, must, of coarse, be conducted with all 
aseptic precautions. The size of the vagina 
should be noted, with the character of its secre- 
tion (normal, scanty, profuse, or purulent) and 
the presence or absence of rectocele or cystocele. 

A thin creamy discharge would indicate the 
possible presence of septic infection while a 
cheesy secretion would be of opposite signifi- 
cance. 

The Cebvix may be intact, torn, or repaired; 
long or short. Its secretion may be the normal 
"mucous plug," or it may be purulent. The 
external os uteri must be carefully examined, 
and if it will admit a finger the degree of 
patency of the internal os is to be noted. 

When examination reveals a short, soft, and 
patulous cervix, the mucous plug is always 
wanting, and the increased danger of infection 
entering the uterus calls for the utmost care in 
the management of the case. 

If the OS is gaping, the cervix soft, and the 
lower segment of the uterus boggy, the possi- 
bility of the existence of placenta previa must 
not be forgotten. 

The Peeineum may be intact, torn, or re- 
paired, and its length and degree of dUatabiUty m 
must he noted. I 
^m If the examination of the pregnancy has been M 
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made at the physician's office, he ehoTild, if he ; 
has not already done so, visit the patient at her 
home dnring the eighth month of gestation and 
inspect the room to be occnpied for the lying-in. 

He should see that it is of good size (so 
far as circnmstanees will admit), well ventilated 
and well lighted both by day and night. If pos- 
sible, it should have a smmy exjrasure, except 
when labor is to occur during the hot summer 
months. At such times a nortii or east room is i 
preferable. 

If the room has been occupied recently by a ' 
patient suffering from one of the contagions or 
infectious diseases, it mast be condemned, if 
possible, and another selected; or, if such an 
arrangement is out of the question, it should be , 
thoroughly disinfected and repainted, repa- 
pered and refurnished throughout. 

After this has been done, the patient should I 
be instructed to have it thoroughly cleaned and ] 
aired at least two weeks before labor is expected 1 
and kept in that condition. Unnecessary I 
curtains, han^gs, bric-a-brac, and furniture 
should be removed, but enough should he left to I 
make the room comfortable and cheerful. 

There is no need of removing the carpet if ■ 
it is well swept and then wiped off with a damp 
cloth, nor does the writer consider it necessary 
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to cover the floor with crash or sheeting, as has 
been suggested. If the room is as clean as a 
good housewife can make it, there is nothing 
more on that score to be desired. 

As far as the obstetrician is concerned, the 
only necessary furniture will be a bed or cot 
(preferably the latter), a small, low table, a 
chair, and a slop-jar or pail. These should be 
arranged after the manner shown in Plate m. 

The patient or nurse should be instructed to 
make up the bed or cot, for the labor, in the 
following way, with absolutely clean bedding 
and rubber sheeting. 

On the mattress is placed a rubber sheet cov- 
ered with a white sheet, both of which are pinned 
to the mattress on both sides and at the comers. 
Over these is placed a draw-sheet, — that is, a 
large sheet folded in four thicknesses and 
spread across the bed from side to side, like a 
broad belt. It should lie midway between the 
head and foot of the bed, so that the patient's 
buttocks will rest on the middle of it, and it must 
be pinned securely at its corners to prevent its 
slipping. (Plate II., A.) 

Over the draw-sheet is laid a second rubber 
sheet covered by a second white sheet, both of 
which are to be pinned securely at the sides and 
comers. (Plate II., B.) It is important that 
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these various coverings be secured carefully ] 
with safety-pins in the manner described. They J 
will not then be disarranged by the struggles of I 
the patient, and may be removed easily and 1 
quickly when necessary. 

At the conclusion of labor, and after th& \ 
patient bas been washed and made comfortable, 
the uppermost white sheet and rubber cloth are 1 
removed, and the patient lies on the under sheet | 
and rubber, with the draw-sheet passing across | 
tbe middle of the bed, under her buttocks. 

As often as it becomes soiled, the draw-sheet j 
may be removed easily and quickly, and a cleaa I 
one substituted for it without disturbing the J 
patient or disarranging the entire bed. 

Whenever practicable, it is a far better plan I 
to have the labor take place on a cot or large \ 
flat couch, without a back, after which the I 
patient can be lifted into the bed that she is to J 
occupy during the puerperium. In this way the I 
physician is enabled to "get at" his patienti 
from all sides, — a great convenience under the i 
most favorable circumstances, and one of iuea- 1 
timable value should any operative procedure I 
become necessary or should an emergency arise. ] 

When a cot is used in this way it should be I 
prepared with the rubber and white sheet only, 
while the bed in which tbe patient will spend ] 
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pnerperium is to be made ready with the 
other mbber sheet and white sheet and the 
draw-sheet. 

At the conclusion of labor the cot may be 
used as a sleeping-place for the nurse, who 
under no circumstances should sleep with the 
patient. 

Nearly every house contains an extension- 
table with leaves, and, if a bed is used for the 
confinement instead of a cot or couch, the physi- 
cian will find it a great advantage to have two 
or three of these table-leaves slipped under the 
mattress, between it and the springs, before 
labor begins. This will g^ve a much firmer sur- 
face for the patient to lie on, and will prevent 
the discharges from collecting in a pool under 
her buttocks. In lieu of the table-leaves an 
ironing-board, lap-board, or shelves from a cup- 
board or bookcase may be used for this purpose. 

This matter of the bed has been discussed at 
considerable length because it is by no means 
of little importance. A man cannot do good 
work unless he has proper tools to work with 
and a good and suitably equipped place in which 
to work ; and yet in no place under the sun are 
bungling make-shifts so frequently found as in 
the lying-in chamber. 

The physician should take occasion during 
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this preliminary visit to impress upon the pa- 
tient the necessity for sending for him as soon 
as labor pains begin, and of having on hand a 
plentifnl supply of hot water as well as the 
articles which she has already been directed to 
procure. 

If labor is to occur during cold weather, the 
importance of having the lying-in room warm 
and comfortable must be insisted upon. A ther- 
mometer should hang in the room, and a 
temperature of from 72° to 75° F. should be 
maintained. 

The physician, having now done all in his 
power to prepare the woman for her confine- 
ment, should endeavor to so arrange his own 
affairs that, when the time arrives, he can re- 
spond promptly to her summons. 
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V. 

THE PHYSICIAN'S OUTFIT 

The Physician's Outfit, according to the plan 
originally followed by the writer, consisted of 
two distinct parts, — the Obstetrical Box, which 
was sent to the patient's house two or three 
weeks before labor was expected, and the 
Obstetrical Bag, which he carried with him 
when summoned to the case. The Obstetrical 
Box (Plate IV) is made of wood, with hinged 
cover and lock and key, and is encircled by a 
strong leather strap serving as a handle. It 
contains four half-gallon bottles of sterilized or 
distilled water ; one pint of a saturated solution 
of boric acid; one pint of sterilized sodium 
chloride solution of twelve-tenths per cent. 
strength, which, by the addition of an equal 
amount of boiling water, will make instantly a 
quart of hot normal salt solution (sis-tenths 
per cent.) ; three agate trays, 6x10 inches and 
two inches deep, and three temperature charts, 
each covering one week, attached to a stiff back 
of binder's board. 

With this box at hand the obstetrician is 
assured of a plentiful supply of cold sterile 
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water, which can be raised to any desired t«ii- 
perature hy the addition of the requisite amount 
of boiling water from the kitxihen tea-kettle. 

In emergencies, such as an unexpected ver- 
sion or forceps operation, and in cases of post- 
partimi hemorrhage, it is of inestimable impor- 
tance to have ready for instant use a large quan- 
tity of water known to be sterile. Boiling 
water, which is, of course, sterile, can usually 
be had in any amount ; but it often happens, in 
emergency cases, that cold water, teeming with 
bacteria, is added to reduce its temperature. 

The boric acid solution, which is not easily 
prepared extemporaneously, is used for wash- 
ing the infant's eyes and mouth as soon as the 
head is born. 

The salt solution will rarely be needed, but 
it takes up very little room in the box and can 
be made ready for use instantly should occasion 
require. The agate trays, together with the 
two basins to be provided by the patient, insure 
a sufficient number of receptacles for towels, 
sponges, and the various solutions, while the 
temperature charts will, of course, be needed 
throughout the puerperium. One of these 
boxes, with its contents, costs very little (less 
than three dollars), and the physician should 
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provide himself with a number of them sufBeient 
to meet the requirements of his practice. 

The box is to be kept in a safe place at the 
patient's house until labor begins, when it is 
to be unlocked by the physician and the various 
articles taken out for use, by him or by the 
nurse mider his immediate supervision. 

It wUl, of course, be understood that the 
"Obstetrical Box" will not he needed in that 
class of cases able to employ graduate nurses 
and make elaborate preparations for the ex- 
pected oonfinement. The author has now dis- 
carded it entirely in his own work, but in the 
early days of his practice he found it of inesti- 
mable value in his tenement house cases. 

The Obstetkical Bag, which the physician 
carries with hiiri when he is summoned to the 
labor, consists of an ordinary suit case contain- 
ing the following articles : 
A. Appliahces. 

One White Enamel " fish kettle," with 
rack, 16 inches long, which may be 
had of any hardware dealer. This 
is a size which will hold any ob- 
stetrical forceps, together with such 
other instruments as may be required, 
covered by the minimum amount of 
water, to insure rapid boiling. 
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One White Enamel Douche Can, or Irri- 
gator, with handlG and flat bottom 
BO that it will stand on the mantel- 
piece or some convenient place. 

Five feet of Rubber Tubing for Irri- 
gator. 

One Leg Holder. The "Edebohls Leg 
Holder," with sectional rods and 
clamps for table or bed is the best 
ever devised but it is expensive. In 
its place, the legs may be supported 
by means of a twisted sheet, but the 
enthusiastic obstetrician is urged to 
supply himself with the Edebohls 
appliance as soon as he can afford to 
do so, not only for obstetric use but 
for any other cases to be placed in 
the lithotomy position. 

One Squabe Morrison Pad, of the 
largest size, with apron and not with 
sleeve. The Morrison Pad is far 
better than the Kelly Pad, in that it 
has no crevices for the collection of 
blood or dirt. 

One Small Scales (for weighing the in- 
fant), rolled up in a canton flannel 
hammock, in which the child is placed 
to be weighed (Fig. 4). 
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?. Dbuob. 

Whiskey, four ounces. 

Chloroform, six ounces. Always take 
plenty of chloroform in the bag. A 
bottle may be dropped and broken, or 
the supply may run short from other 
causes if this rule is not strictly ob- 
served. The author uses small sealed 
packages of chloroform (10 gm, or 
25 gm. vials), and always keeps eight 
or ten of these in his bag. Freshly 
opened chloroform is better and safer 
for the patient than that which has 
been exposed to the air for some time. 

1"Egotole," one bottle. This is more 
palatable than the official fluidestract 
of ergot, more concentrated, more 
rapid in its action, and safe for hypo- 
dermatic use. 
fPotassium Permanganate, four ounces. 
[Oxalic Acid, four ounces. For nse after 
recent exposure to an infected case of 
any kind. 
Sodium Carbonate, four ounces. For 
use when boiling instruments to pre- 
vent tarnishing. 
Ether, for anesthesia, 250 grammes. 
Occasionally chloroform is contrain- 
7 S7 
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dieated and ether mnst be used in ita | 
stead. 

Iodoform, small vial. 

Boric Add, small vial. 

Bichloride Tablets, one bottle. 

Sterilized White Vaseline, three tabes. 
The physician should always supply 
his own vaseline, in tubes, and, under 
no eireumstanees, should the house- 
hold jar be used. 

Tablets for Hypodermatic Use, one tube 

each : Strychnine gr. ^/oo 

Morphine gr. ^/^ 

Nitroglycerine . .gr. V,o„ 

Atropine gr. Voo 

C. Dbessings. 

Moist Iodoform Gauze, five per cent. ■ 
sterile, one yard in a bottle ; three hot- i 
ties. Never take less than three yards I 
of Iodoform gauze to a case. Any pa- 
tient may have post-partum hemor- 
rhage at the most unexpected moment 
and this amount of gauze will then be 
required to thoroughly pack the 
uterus and vagina ; the only effective 
and truly scientific treatment in these j 
cases. 

Plain Gauze, sterile, two yards. 
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Plain Gauze ' ' Wipes, ' ' four inches 
square, sterile, in a small tin can. 

Absorbent Cotton "Sponges," sterile, 
in tin can (baking-powder cans answer 
this purpose admirably). 

Tapes and Dressing for cord, sterile, in 
wide-mouthed two-ounce glass bottle 
or jar. The cord dressing is placed 
in the bottom of the jar, covered with 
a piece of absorbent cotton; on this 
are laid four pieces of linen bobbin 
tape, each eight inches long, covered 
by another layer of absorbent cotton. 
After the jar, with its contents, has 
been sterilized, it is eloaed with an 
ordinary cork or with a screw top. 
D. Instruments. 

One Obstetrical Forceps, in any event, 
but it is better to carry two. If only 
one, the Elliott forceps is best, for 
general use, but if two are carried, as 
should be the case at as early a i)eriod 
as possible in the physician's practice, 
they should be the Simpson and the 
Tarnier axis-traction instruments. 
The Simpson is the best and safest 
instJTiment for low and medium cases 
and the Tarnier will deliver any in- 
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fant that can be extracted with for- 
ceps. 

Two Female Catheters; one of glass, the 
other of soft rubber. 

One Scissors for cutting cord. 

One Scissors for other purposes, such as 
cutting gauze or sutures. 

One Thumb Forceps. 

One Double Current Douche-tube. 

One Needle-holder. 

Many Needles of various sizes and 
shapes, including several large curved 
ones. The gold-plated needles now 
on the market are very satisfactory, 
an they do not tarnish readily but 
remain bright and sharp for a long 
time. 

Care must be taken, however, that 
gold-plated needles do not come in 
contact with any Bichloride solution. 

One Long Sponge Holder, for packing 
the cavity of the uterus or for spong- 
ing out the vagina. 

One Volsellum, for drawing down the 
cervix. 

Tuw Pedicle Clamps, for clamping the 
funis before it is cut. 

Sii Artery Clamps for the control of 
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bleeding vessels in a badly lacerated 
perinemn or cervix and for securing 
the untied ends of sutures. 

One Hypodermic Syringe in good work- 
ing OBDEE. 

Medium Silk Sutures, in sterile tubes. 

Medium Catgut Sutures, in sterile tubes. 

Medium Silkworm Gut, in sterile tubes. 
E. Miscellaneous. 

One Ether Inhaler. 

One Chloroform Inhaler, with Dropper 
Bottle. 

One Rubber Apron. 

One Clean Muslin Apron. 

One Muslin Operating Gown, sterile, 
and contained in a small bag 
(Fig. 5). 

One Pair Rubber Leggings, to cover the 
patient's legs in case of a prolonged 
operative delivery. 

One Box Rubber Finger Cots, to be used 
in case a rectal examination becomes 
necessary. 

One Pair Sterile Rubber Gloves pinned i 
up in a sterile towel. 

One Soft Rubber Catheter, for with- 
drawing mucus from the infant's J 
throat. 
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One Neiv Nail-Brush, to be replaced 
after every case. 
The above list may seem, at first sight, rather 
formidable, but the reader will find that, with a 
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little ingenuity, the articles can easily be 
packed in the bag. 

The instruments should be wrapped in towels 
or carried in canton flannel cases, and all the 
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articles named can be packed in the average 
sized suit case without the slightest difficulty. 

As everything for use about the patient is 
either sterilized on the spot, by boiling, or con- 
tained in a germ-proof case after previous steril- 
ization, and as the bag itself is not brought into 
the lying-in room at all, the necessity for any 
of the so-called aseptic bags made of canvas or 
asbestos is entirely obviated. 

With such an armamentarium the obstetrician 
will feel a sense of security that must be expe- 
rienced to be appreciated. To perform the most 
difficult obstetrical operation, he will need, in 
addition, only the requisite number of assist- 
ants and possibly an axis-traction forceps or a 
cranioclast. 



VI. 

PREPARATION FOR LABOR 

The patient should be instructed to send for 
the physician as soon as labor pains beg:in. If 
he arrives too soon, he can go home again ; while 
if he comes too late irreparable mischief may 
have been done. After the messenger has been 
despatched for the doctor, the patient should 
receive an enema consisting of soapsuds, one 
pint, to which one drachm of spirits of turpen- 
tine has been added.* This will effectually 
empty the lower bowel, and render the labor not 
only safer and easier but infinitely more 
cleanly. 

The tendency of an overloaded bowel to cause 
uterine inertia has already been referred to. 

The woman should then receive a thorough 
general bath with plenty of soap and warm 
water, either in the tub, if the pains are not 
severe, or in the form of a sponge bath ; assisted, 
in any event, by the nurse or by some other 
capable person. 

Some authorities object to the general bath 
in the tub at the onset of labor, on the ground 
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Some one has said, "If yon have accepted an 
invitation to dinner, go, if you are alive; if you 
are dead, send your executor!" 

To an even greater degree is a physician, whi 
has undertaken the management of an obstetri- 
cal case, under obligation to respond promptly 
to the summons of his patient. If he is in 
attendance on another case he cannot be blamed 
for delay ; but he should never be found at the 
theatre, or engaged in other unnecessary pur- 
suits, when a patient, from whom he has reason., 
to expect a call, requires his services. 

It is the custom of the author to direct hi» 
nurse to notify him upon the occurrence of the 
first true labor pain. He then knows that one 
of his patients is in labor and can arrange his 
work and engagements with that fact in mind. 
The practice adopted by so many nurses, espe- 
cially those without hospital training, and the 
old women who pose as Maternity Nurses, of" 
waiting until the last minute before summi 
the physician, is a most pernicious one an< 
should be discouraged in every way. 
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The life of an obstetrician is not an easy one, 
and the man who enters it has no right to shirk 
its least requirement. 

On arriving at the house, the accoucheur may 
properly proceed at once to the lying-in chamber 
and greet the patient with a few words of cheer- 
ful encouragement. She may have a labor pain 
while he is in the room, and he will be afforded 
an opportunity to judge of its character and 
strength, and of the necessity, if it exists, for 
haste m completing the preparations for 
delivery. 

These matters attended to, the physician will 
retire to an adjoining room and prepare himself 
for the initial vaginal examination. 

The Obstetrical Box, which is recommended 
for use in those cases usually falling to the lot 
of the yomag practitioner, will be on hand and 
should be unlocked and its contents removed. 

The Obstetrical Bag, which he has brought 
with him, is to be opened and the douche-tube, 
forceps, catheter, clamps for securing and scis- 
sors for cutting the umbilical cord are put to 
boil in the "fish kettle" sterilizer; only enough 
water to completely cover them being used, with 
the addition of a small amount of sodium car- 
bonate, say, one-half drachm, to keep them from 
» tarnishing. The physician will now remove his h 

i 
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coat, roll his shirt-sleeves up as high as possible, 
and put on, first, the rubber apron, and then the 
muslin apron, and proceed to disinfect his 
hands. 

The fact must never be lost sight of that, 
while the rubber apron is worn to protect the 
operator's clothing, the muslin apron and gown 
are solely for the purpose of preventing infec- 
tion of the patient. 

For this reason the obstetrician must never 
trust to finding an apron at the patient's house, 
but should bring his own, freshly laundered, and 
his own sterile gown, which has not been re- 
moved from its little bag since it was sterilized. 
If several weeks have elapsed since he has been 
in contact with any contagious or infectious ease 
(including, of course, suppurating wonnds of 
every sort), the following method of disinfect- 
ing the hands will suffice : 

1. Clean the nails, dry. 

2. Scrub the hands and forearms for ten , 
minutes with nail-brnsh, Tr. green soap, and 
hot water, changing the water frequently. 

3. Soak them for two minutes in bichloride 
of mercury solution, 1-1000. 

4. Wash off bichloride solution with sterile 
water. 

If, however, the physician has any reason to 



^^H 1}e bacte 

^^^* fnllfi-roiTu 

I 
I 



NORMAL LABOR 



^^1 and 



te baeteriologieally suspicious of himself, the 
following method of disinfection should be 
adopted; 

1. Clean the nails, dry. 

2. Scrub the hands and forearms for ten 
minates with nail-brush, Tr. green soap, and hot 
water, making frequent changes of the water. 

3. Soak in a hot, saturated solution of per* 
manganate of potash, made with sterile water, 
until the skin assumes a deep mahogany color. 

4. Decolorize by soaking them in a hot, satu- 
rated solution of oxalic acid. 

5. Wash off oxalic acid with plain sterile 
water. 

In the disinfection of the hands as muck care 
must be bestowed upon the swss of the fingers 
as upon the palmar and dorsal surfaces. 

During this process of sterilization the nurse 
will prepare the patient for examination. The 
woman is to lie on her back, on the right side 
of the bed near the edge, covered with two clean 
sheets, each folded in half and arranged as fol- 
lows : one sheet is to lie across the bed, covering 
her lower limbs and extending from the foot- 
board to a point about midway between the 
patient's knees and hips ; the other, covering the 
rest of her body, also lies crosswise of the bed 
and overlaps the first by a few inches. (Plate 
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V.) Before the sheets are finally adjusted the 
nurse will remove the sanitary or vulva pad and 
carefally bathe the external genitals with warm 
sterile water and a fresh piece of absorbent 
cotton. The physician, having completed the 
disinfection of bis hands, must not, of course, 
allow them to come in contact with any unsterile 
object, such as his eye-glasses, hair or beard, 
or a door-knob, jar cover, or any of the bed- 
clothing. The nurse will now squeeze some 
sterilized white vaseline or other suitable lubri- 
cant on his index and middle fingers from a 
collapsible tube, taking care that neither the 
tube nor her own band comes in contact with the 
examining fingers. The patient should be di- 
rected to flex and widely separate her knees 
while the nurse raises the upper of the two 
sheets so that the physician can see the vulva, 
and holds it in such a position that it cannot 
come in contact with bis hands, while it serves 
as a screen to prevent the woman from appre- 
ciating the extent to which she is exposed. 
{Plate VI.) 

He then, with the thumb and finger of his 
left hand, separates the labia as widely as pos- 
sible, so that the vulval canal is practically 
obliterated. Now, hy the sense of sight the ex- 
amining fingers are passed, as nearly as pos- 
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sible, through the centre of the opening in the 
hymen, the greatest care being used to prevent 
contact of the fingers with the adjacent parts 
before the introitus vaginae is reached. 

In this way, and in this way only, can the 
transference of septic material into the vagina 
be avoided. Vaginal examinations should never 
be performed under cover of the bed-clothea or 
of the patient's garments, for the most pains- 
taking disinfection of the hands will come to 
naught if the fingers are to be rendered septic 
again by contact with the labia majora, covered 
with hair and alive with pathogenic bacteria. 

This preliminary vaginal examination must 
be conducted with every imaginable care to 
avoid accidental and premature rupture of the 
amniotic sac; but it should be as thorough as 
possible, and should never be omitted. It is not 
unusual to find even a primipara with the head 
well down on the perineum and the second stage 
of labor fairly established after but an hour or 
two of pains of little severity. 

The obstetrician should learn the condition 
of the vagina, pelvis, and cervix, and make out, 
if possible, the position and presentation of the 
fetus. He can then decide intelligently whether 
or not the case demands his constant atten- 
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dance, and, if so, whether the woman should 
remain in bed or be kept on her feet. 

The physician may safely leave the house for 
an hour or so, provided the pains are slight and 
occnr at irregular and widely separated inter- 
vals, and if the cervLs is not dilated more than 
an inch ; but even under these circumstances he 
should always arrange to be within easy call. 

If, however, he finds, on questioning the 
patient or nurse, that the pains are recurring 
with increasing frequency and with regularly 
graduated periods of time between them, and if 
the external os uteri has atttained a size equal 
to, or greater than, the classic silver dollar, he 
must remain with the case until the labor is con- 
cluded. By this time the douche-tube, thumb 
forceps, catheter, cord scissors and clamps 
will have been boiled sufficiently and should be 
removed from the fire, care being taken to allow 
nothing to come in contact with the instruments 
or with the inside of the tray or its cover. 

The covered tray with its contents should 
then be placed on the table ready for use, unless 
the probable occurrence of delivery is very 
remote, when the instmments and tray may be 
wiped dry and set aside, to he boiled again 
before they are used. 

It is always safer to put these instruments 
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to boil immediately on arrival at the honse, for 
they may be required by the time the physician 
has finished the initial disinfection of his hands. 
If, when needed^ they are too hot for use, some 
of the cold sterilized water from the bottles in 
the Obsteteical Box may be poured over them. 

Assuming that labor is proceeding with suflS- 
cient rapidity to necessitate the continued pres- 
ence of the physician, he should begin at once 
his preparations for delivering the woman. 

The nurse should be directed to prepare two 
quarts of 1-2000 bichloride of mercnry solution 
and have ready two quarts of boiled water of a 
temperature of 100° F. She should also prepare 
two dozen small pledgets of absorbent cotton 
from the roll furnished by the patient. 

It will be remembered that the physician has 
for use one white enamel sterilizer (or "fish 
kettle") and one irrigator (from the Obstetri- 
cal Bag), two wash-basins (provided by the 
patient), and three smaller agate trays or 
basins (from the Obstetrical Bos, if one is 
used). In the absence of the Obstetrical Box 
the nurse should procure one or two additional 
bowls or basins and see to it that there is an 
ample supply of cold as well as hot sterile 
water. 

The sterilizer contains the douche-tube, thumb 
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forceps, catheter, cord scissors, plain scissors 
and forceps. 

One of the basins provided by the patient 
contains plain sterile water and the other 
bichloride solution, 1-2000. The irrigator is 
half filled with sterile normal salt solution, six- 
tenths per cent. 

Another basin or bowl contains two dozen 
small cotton swabs in 1-2000 bichloride solution, 
and still another holds four clean towels thor- 
oughly saturated with the same solution. 

If the Obstetrical Box is in use the third agate 
tray is wrapped in a wet bichloride towel and 
reserved for receiving the placenta. If not, one 
of the other basins or bowls is emptied at the 
proper time and used for this purpose. 

In addition, two clean cups or tumblers are 
obtained and half filled with boric acid, or 
normal salt, solution. Three of the small sterile 
gauze "wipes," from the tin bos in the Obstet- 
EicAL Bag, are placed in each cup. These cups, 
with their contents, are for cleansing the in- 
fant's eyes and mouth immediately after the 
birth of the bead. 

The Morrison Pad is now to be inflated and 
placed on the bed with the apron extending over 
the side into the slop-jar or pail. {See Plate 

in.) 



1 

I 
I 




^H On the tal 



NORMAL LABOR 



\ On the table should be placed the solution of 
bichloride, the bichloride sponges, and the 
bichloride towels, "With them should be the 
sterilizer, with the douche-tube, thumb forceps, 
catheter, and cord scissors, the two cups con- 
taining the boric acid solution, the glass jar 
containing the cord tapes and dressings, and the 
following bottles from the Obsteteical Bag : 

Whiskey. 

Ergot. 

Chloroform. (Plate Vn.) 

The stoppers of all these bottles should in- 
variably be loosened, so that there may be no 
delay in case one is needed. The chloroform 
bottle should be provided with a dropper cork 
{unless the regular "dropper bottle" is used), 
and the chloroform inhaler should be placed 
beside it. 

The irrigator is to be flushed out with bichlo- 
ride solution (1-1000), filled with hot normal 
salt solution (sLs-tenths per cent.), and sus- 
pended from a convenient nail or placed upon 
a suitable shelf, about three feet above the level 
of the bed. 

If the labor is prolonged, so that there is 
danger of the various solutions, sponges, etc., 
growing cold, the nurse should add to them, 
^^^feom time to time, enough boiling (and there- ■ 
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fore sterile) water to keep their temperature 
up to the desired point. 

When, however, the labor is progressing vig- 
orously, the physician should keep himself in- 
formed as to the descent of the presenting part 
by means of repeated careful abdominal palpa- 
tions supplemented in proper instances by one 
or more vaginal examinations, according to tiie 
requirements of the case. 

These vaginal examinations should not be 
made ofteuer than is absolutely necessary, and 
it is needless to say that they must be per- 
formed with all the aseptic precautions that 
were observed in the first instance; but if the 
hands have once been disinfected by tiie per- 
manganate method, this step need not be re- 
peated. Cleaning the nails dry, scrubbing for 
five minutes with the nail-brush, Tr. gi-een soap, 
and hot water, immersing in the bichloride solu- 
tion for two minutes and rinsing in sterile water' 
or normal salt solution, will suffice. When the 
time comes for the woman to take to her bed, 
she should lie on her back, on the right side, 
near the edge, with her buttocks resting in the 
Morrison Pad and her night-gown rolled high 
up under her shoulders. A clean towel, wrong 
out of the bichloride solution (not one of the 
towels already prepared, which are for future 
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use), should be placed under the patient's but- 
tocks by the nurse, who then bathes the external 
genitals with sterile water and Tr. green soap, 
removing the vulva pad for this purpose, and 
not replacing it. 

In the meantime the physician will remove 
the muslin apron which he has worn since his 
first disinfection, and put on, instead, the steril- 
ized operating gown, leaving the rubber apron 
underneath. The nurse sliould untie and open 
the little bag in which the gown is rolled, and 
the physician should remove the gown without 
touching the bag. After he has put it on, the 
nurse will button it up in the back for him, in 
order to avoid any possibility of infecting his 
hands. He now takes his place in the chair by 
the side of the patient, facing her face, while 
the nurse is stationed at the head, or on the 
opposite side of the bed, so that she can hold 
the patient's hands during the pains and en- 
courage her in every way possible, 

If it becomes necessary to rupture the mem- 
branes at this point, a soft bichloride towel 
should be held closely against the vulva to 
receive the gush of waters and prevent soiling 

H the bed. (Plate VIII.) 

^H Before the presenting part has descended far 

^^^ enough into the pelvis to render catheterization 

^^H lis 
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use), should be placed mtder the patient's but- 
tocks by the nurse, who then bathes the external 
gCTiitals with sterile water and Tr. green soap, 
removing the valva pad for this purpose, and 
not replacing it. 

In the meantime the physician will remove 
the mnslin apron which he has worn since his 
first disinfection, and pat on, instead, the steril- 
ized operating gown, leaving the rubber apron 
nndemeath. The nurse should untie and open 
the little bag in which the gown is rolled, and 
the physician should remove the gown without 
touching the bag. After he has put it on, the 
Dorse will button it up in the back for him, in 
order to avoid any possibility of infecting his 
hands. He now takes his place in the chair by 
the gide of the patient, facing her face, while 
the nurse in stationed at the head, or on the 
opposite side of the bed, so that she can hold 
the patient's bands during the pains and en- 
conrage her in every way possible. 

If it becomes necessary to rupture the mem- 
branes at this point, a soft bichloride towel 
should be held closely against the vulva to 
receive the gosh of waters and prevent soiling 
the bed. (Plate Vm.) 

Before the presenting part has descended far 
enough into the pelvis to render catheterization 
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■nntil the delivery of the head ia accomplished ; 
it ahonld then be immediately" immersed in the 
tiehloride solution and thoroughly cleansed. 

Too much care cannot be shown in the man- 
agement of the perineum, and it often happens 
that a slight change in the woman's posture 
will be the means of saving it from rupture. 

At such times as the physician is not occupied 
with the perineum, he should carefully cleanse 
the vulva and adjacent parts with a bichloride 
sponge, taking care to remove all blood and 
mucus that may collect. If, during the pains, 
small masses of fecal matter are expelled from 
the rectum, they should be carefully removed 
with the bichloride pledgets, wiping from before 
haekward, — that is, away from the vulva 
toward the sacrum. Every sponge must be 
thrown into the slop-Jar or pail as soon as it is 
used, and the greatest pains must be taken to 
prevent any fecal matter from coming in contact 
with the fingers. Should such an accident 
happen, the entire hand must be washed at once, 
and as thoroughly as possible, in the bichloride 
solution, after which the nurse will empty the 
basin and fill it afresh. It is, however, always 
safer and better to have this cleansing of the 
anas and its immediate surroundings performed 
by the nurse instead of by the obstetrieian. For 
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this purpose she should have a separate baain 
of bichloride sponges, for she must not be per- 
mitted to tonoh any of those prepared for the 
physician's use. 

If the towel on which the patient lies becomes 
soiled with feces, it must be covered at once 
with a fresh bichloride towel. 

In delivery in the dorsal position the patient 
lies with her knees slightly flexed and widely 
separated, and her buttocks resting in the Mor- 
rison Pad, over which has been placed a wet 
bichloride towel. (Plate XI.) The same gen- 
eral instructions as to surgical cleanliness hold 
as in the lateral posture, but the rules are far 
from being as easy of application. 

If chloroform is required during the second 
stage, the patient's face should be freely 
anointed with vaseline as a protection against 
the irritating action of the drug. 

Primary anaesthesia may he intrusted to a 
nurse of average intelligence, the physician 
keeping track of the pulse at one of the numer- 
ous arterial branches near the vulva, and telling 
her how much chloroform to use, and when to 
apply and when to withdraw the inhaler; but 
aniesthetization to the surgical degree should 
never be attempted by any one but a fellow- 
practitioner. As soon as the head is horn, the 
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mouth ia to be thoroughly cleared of blood and 
mucus with a gauze wipe taken from one of the 
(^np8 of boric acid solution. Then, with wipes 
from the other cup, the eyes are to be care- 
fully bathed, a fresh piece of gauze being used 
for each eye. When the body is born, the in- 
fant should be laid on its right side, to favor 
closure of the foramen ovale, and the nurse 
immediately take charge of the fundus uteri. 

After taking such steps as may be necessary 
to secure good respiration in the infant, the 
physician should again bathe the patient's gen- 
itals with bichloride sponges, and then examine 
the infant carefully for injuries or deformities 
of any sort. 

When the time comes to cut the cord, the 
tapes for tying it are to be removed from the 
jar of cord dressings with the thumb forceps 
to avoid touching the jar. As soon as the cord 
is cut, the physician will relieve the nurse by 
taking charge of the fundus with his left hand, 
wliile the nurse brings a tray into which the 
maternal end of the cord is to be dropped. It 
must be remembered that from now on the 
physician has but one surgically clean hand — 
the right. 

Having removed the infant to a safe place, 
wrapped in the flannel blanket provided for it, 
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and covered with sufficient other wraps to pre- 
vent its becoming cold, the nurse will return 
and hold the tray close against the patient's 
left buttoct and just below the vulva in such a 
manner as to receive the placenta, with the gush 
of blood that follows it when it is delivered, 
either naturally or by expression. (Plate XII.) 

In the dorsal position the tray must be held 
between the thighs, with one corner pressed 
firmly against the perineum. (Plate XIII.) 

The physician, still maintaLQing his hold upon 
the fundus, will now, for the last time, wipe the 
genitals and surrounding parts thoroughly 
clean with bichloride sponges or a fresh bichlo- 
ride towel, and place a clean sanitary pad over 
the vulva. 

The Morrison Pad and its contents are care- 
fully removed by the nurse, who will then place 
under the patient the obstetrical pad, and the 
patient is permitted to turn on her back. 

Ergot may be given or not, according to the 
cnstom of the physician and the requirements 
of the case. The accoucheur may now, if he 
thinks proper, direct the nurse to take charge 
of the fundus, while he proceeds to examine 
the placenta. This, in all probability, has be- 
come inverted during the process of expulsion, 
and must be turned "right side out," the cord 
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I dropped within, the torn edges of the mem- 
t branes accurately approximated, and the entire 
mass carefully inspected to see that no portion 
of it has been left behind in the uterus. 

When the proper time comes the binder is 
adjusted, and, if the confinement has taken 
place on a cot or lounge, the patient may be 
lifted into her bed, which has been prepared for 
her reception in the manner already shown. If 
she has been confined in her bed, the upper sheet 
and rubber cloth should be removed, leaving 
only the first rubber sheet, white sheet, and 
draw-sheet on the bed. 

The vulva pads will require frequent chang- 
ing during the next few hours, and the obstetri- 
I cal pad is to be removed at the end of twelve 
1 tours, or sooner if it becomes soiled. 

When the child has been weighed and the cord 
and other matters attended to, the mother's 
pulse, respiration, and temperature should be 
taken and recorded on the chart, after which 
the physician may busy himself recording a 
careful and accurate history of the labor on 
the proper History Card. (Appendix A.) 
"When a full hour has elapsed since the deliv- 
L ery of the placenta, and everything about both 
ipatients is entirely satisfactory, the physician 
rjnay leave the house. 
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, Immediately after his departure, or before, 
if she has time, the nnrse should begin to put 
the room in order. All soiled articles, as well 
as the paila, basins, etc., should be removed, and 
the furniture arranged in proper position. The 
placenta and all soiled sponges, pieces of gauze, 
etc., should be bumed at once in a brisk fire, 
while blood-stained towels, sheets, and the like 
are to be put to soak in cold water to remove 
the stains. 

This done, the room is to be darkened and the 
infant removed to another part of the house, bo 
that the patient may, if possible, fall asleep. 

The admission of visitors, other than the 
woman's husband or mother, must be positively 
denied ; bnt the nurse should see her from time 
to time in order to keep informed as to her 
condition. 
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VIII. 

THE PDERPERIUM 

"When making his post-partum visits, the 
physician should carry a Bmall bag containing 
the following articles : 

Ergot, whiskey, Tr. green soap, iodine, iodo- 
form, iodoform gauze, sterile; plain gauze, 
sterile; absorbent cotton sponges, sterile; 
bichloride tablets, and vaseline. Catheter, 
scissors, douche-bag, douche-tube, sponge 
holder, thumb forceps and nail-brush. 

Normal post-parttmi patients should be vis- 
ited twice daily for the first week, once daily for 
two or three days, and then every other day 
for two or three times. The woman is allowed 
to sit up on the tenth or eleventh day, and con- 
sequently the physician sees her once or twice 
after she is out of bed. 

Women who can afford the time should be 
kept in bed for the first two weeks ; on a couch 
by day for the third week ; and up and dressed, 
but on the same floor, during the fourth week, 
after which they may be permitted to go down- 
stairs once a day for a time before retaining to 
their usual habits. 
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For the first week the temperature and poise 
are to be recorded every four hours; after- 
wards, night and morning. 

With such patients as cannot afford a triuned 
nurse, the following plan should be adopted : 

A thermometer is "shaken down" and left 
with the nurse, with instructions to place it in 
the patient's mouth for five minutea at 8 a.m., 
and then remove it and carefully replace it in 
its case. 

The physician makes his first call at noon, 
or as near to that hour as possible; reads and 
records the 8 a,m. temperature, takes the noon 
temperature and pulse, shakes down the mer- 
cury in the thermometer, and directs the nurse 
to put it in the iiatient's mouth for five minutea 
again at 4 p.m. The second professional call 
is made as nearly as possible at 8 p.m., when 
the 4 P.M. temperature is read and recorded 
and the 8 p.m. temperature and pulse taken and 
noted on the chart by the physician. The ther- 
mometer is then made ready for the 8 a.m. tem- 
perature on the following day. Fig. 6 shows a 
four-hour temperature record made in this way, 
the nurse being absolutely untrained and little 
better than a good servant. The original chart 
for the first week is reproduced, just as it was 
returned to the writer at the end of the puer- 
perium. 
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THE PUERPERIUM 

If the nurse is not familiar with the use of 
the clinical thermometer, it will be found neces- 
' to show her which end to put in the pa- 
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rtient's mouth, and to explain to her the impor- 
tance of having the woman keep her lips closed 
and breathe through her nose. She must also 
be directed to leave the instrument in place for 
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five minutes hy the clock, for, if she makes her 
own estimate of the time, she will be very apt 
to remove it too soon. 

After the first week, when only daily visits 
are made, the morning temperature is to be 
taken by the nnrse and recorded by the physi- 
cian at bis evening visit, or vice versa, as the 
case may be. 

In addition to taking and recording the pulse 
and temperature, the physician should, at every 
visit, unpin the binder, palpate the abdomen, 
and locate the fundus, noting particularly the 
firmness of the uterine contraction and the 
presence or absence of pain or tenderness in' 
the belly. 

This minute attention to details invariably 
creates a favorable impression, especially 
among patients of the better class, and should 
never be neglected. 

The vulva pad is to he removed and carefully 
examined, both as to its appearance and odor, — 
a distasteful duty, but one that must never be 
neglected. The nurse must be instructed to 
change these pads every four hours during the 
first week, and oftener if necessary. 

If, after the first twelve hours, the pads have 
to be changed oftener than every four hours, 
the amount of loehial flow is excessive. From 
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le first to the third day the discharge looks 
and smells like ordinary blood, and it usually 
grows pale and yellowish by the end of the first 
week. At no time should it have an offensive 
odor, and it should cease entirely by the end of 
the month. 

Whenever a pad is removed the vulva and 
adjacent parts are to be bathed carefully with 
warm sterile water and Tr. green soap, and 
fresh pledgets of absorbent cotton before the 
clean pad is applied. 

It should be a standing rule that once a pad 
is removed it must invariably be replaced by a 
fresh one. This rule holds even if the pad has 
been in position but a few minutes, for, in re- 
placing it, the part that was in the neighborhood 
of the anus may be laid directly over the vulva. 

Before changing the pads or bathing the 
patient's genitals, the nurse must always scrub 
her hands thoroughly for at least five minutes 
with nail-brush, Tr. green soap, and hot water, 
and then immerse them in bichloride solution, 
1-2000, a basin of which is to be kept on hand 
for the purpose. 

This rule should be insisted upon to the letter, 
and its violation is sufficient cause for dis- 
missing the nurse. 

"When the patient's bowels move, the vulva 
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should be protected by a fresh pad, held in | 
place by herself or by the nurse, and not to be J 
disturbed or removed until the bed-chamber has j 
been taken away and the anus and surrounding J 
parts thoroughly cleansed with bichloride solu- 
tion and fresh cotton swabs. If urine is voided ] 
at this time, it will be absorbed by the pad. 

Catheterization will become necessary if, by | 
the end of twelve hours, the bladder is not 1 
emptied naturally; and the operation must be | 
repeated three times a day until normal urina- 
tion is re-established. The catheter is to be 
boiled for ten minutes in one of the small agate 
trays (it will be remembered that the Obstetri- 
cal Box still remains at the patient's house), 
and the meatus and adjacent parts thoroughly 
cleansed with solution of Tr. green soap and 
fresh cotton. 

The patient is prepared as if for vaginal ] 
examination; and the physician, after having 
disinfected his hands, separates the labia with 
the thumb and forefinger of his left hand until 
the meatus is in plain view. 

He then, with his right hand, gives it a final 
cleansing with the green soap solution and a 
fresh cotton pledget, and takes the catheter 
himself from the tray which the nurse is hold- 
ing in readiness. 
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She now squeezes some sterilized vaseline or 
other suitable lubricant from a tube onto the 
end of the instrument, and the physician passes 
it at once into the meatus, guided entirely by 
the sense of sight, and taking particular paina 
not to let it come in contact with any of the 
surrounding parts. 

It is a good plan to leave a catheter with the 
nurse, which she is to put to boil about half an 
hour before the physician is expected. When 
it has boiled for the required length of time, 
she will remove the tray from the fire, cover it 
with a fresh bichloride towel, and set it aside 
in a safe place until it is called for. 

Catheterization should not be intrusted to 
the nurse unless the physician is assured that 
she will observe every detail of the operation 
with as much care and conscientiousness as he 
would himself. 

In addition to the matters already mentioned, 
the physician should at every visit inquire into 
the condition of, and examine if necessary, the 
patient's breasts and nipples, besides asking 
the state of her bowels, appetite and general 
health. 

If her breasts are swollen, tense, and painful, 
they should be supported by means of a snugly 
applied muslin breast-binder. 



A MANUAL OF OBSTETRICAL TECHNIQUE 

The binder used by the writer is a modifiea- | 
tion of the Murphy pattern, and, while not so 1 
easily made, is more quickly applied and far J 
more comfortable for the patient than its I 
prototype. 

The only pins required are for the shoulder- 
straps and over the sternum, as shown in Plate i 
XIV. 

The diagram (Fig. 7) will enable physiciansil 
to make a pattern for the binder by enlarging ' 
it until each square represents a square inch 
and tracing in the outline. It is hardly neces- 
sary to say that only half the pattern need be 
made and the binders cut from folded muslin. 

The patient 's bowels should be moved on the 
third day if the natural efforts have failed. I 

The matter of diet should be in the hands ' 
of the physician, and not intrusted to the judg- 
ment of the nurse or the caprices of the patient. 

The physician should also note, at every 
visit, the manner in which the nurse performs 
her duties, and see to it that the patient and all 
her surroimdings are clean and comfortable. 

A careful record of the puerperium should, of 
course, be kept on the proper History Card. 
{Appendix A.) 
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THE INFANT 

Dtjbikg the "physician's hour," that is, the 
hour that must elapse between the conelnsion 
of labor and the obstetrician's departure from 
the house, he should, if he has not already done 
BO, carefully examine the infant for deformities 
and injuries of any sort, and for imperforatetj 
anus and hernia. 

He must perform or personally superintend 
the dressing of the cord; make sore that the 
ligature is tight {re-tying it, if necessary), and 
satisfy himself that the child's general condi- 
tion is all that could be desired. The baby- 
should then be anointed thoroughly with olive 
oil to facilitate the removal of the vernix 
easeosa, and wrapped in a warm blanket until 
the nurse is ready to bathe it, usually about 
four hours after birth. At every visit during 
the puerperium, the physician should carefully 
examine the cord until it comes off, and inform 
himself as to the infant's stools, urine, nursing, 
sleep, temperature, and weight. 

The cord is to be dressed every day with fresh 
cotton or gauze, and the baby must not be-; 
bathed in the tub until the navel is healed. 
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THE INFANT 

The nurse should be required to use a ther- 
mometer for determming the temperature of 
the infant's bath, for it often happens that a 
nurse's hands and arms have become so accus- 
tomed to hot water that they are surprisingly 
indifferent to high temperatures. 

The baby's eyes and mouth are to he bathed 
once daily with normal salt solution and fresh 
gauze or linen wipes, and the mother's nipples 
must be cleansed with alcohol (95 per cent.) 
both before and after each nursing. 

The chDd is to be put to the breast every four 
:hours for the first two days, and then every two 
hours from 6 a.m:, to 10 p.m., and once in the 
night, at 2 a.m. 

Regularity in nursing must be insisted upon, 
and if the baby appears to be hungry during 
the first few days after labor, it may be given 
a five per cent, solution of sugar of milk at the 
regular nursing intervals until lactation is fully 
istablished. 

If it cries and is fretful between the feeding 
times, small sips of boiled water will usually 
be enough to satisfy it until the proper hour 
for nursing arrives. 

The normal infant will lose weight steadily 
tor the first few days until ten ounces are lost, 

id will regain its birth weight by the time it 
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ia ten days old, after which it should gain 
steadily. After the first week any marked loss 
in weight accompanied by a rise in temperature 
indicates insufficient nourishment, and steps 
should be taken at once to correct the condition, 
either by improving the qualitt or increasing 
the QUANTITY of the mother's milk, or by the 
substitution of some other form of feeding. 

Deficiency in the quantity of the milk may 
be recognized by a rise in the infant's tempera- 
ture with an accompanying loss of weight; by 
protracted nursing, lasting more than twenty 
minutes; by obvious hunger on the part of the 
infant, causing it to wake regularly before its 
proper feeding time and cry for food; and by 
palpation of the breast just before a nursing 
period, when, under normal conditions, the milk 
should spurt in a stream from the nipple. 

Changes in the quality of the milk which 
render it unfit for the infant are due to the 
existence of a supervening pregnancy or to the 
presence in it, as shown by the microscope, of 
blood or pus-cells. Any one of these three con- 
ditions is a positive indication for removing 
the child from the breast. 

The return of menstruation need not inter- 
fere with nursing unless the woman suffers so 
severely at her periods that the increase in 
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THE INFANT 

proteida seriously affects the child. In general 
it may be said that the child can better ttndergo 
a slight digestive disturbance, lasting but a day 
or two and occurring only once in four or Ave 
weeks, than be subjected to the serious intes- 
tinal and gastric disorders that often accom- 
pany a radical change in diet. 

The best substitute for the mother's milk is 
a wet-nurse, if, as is rarely the case, a thor- 
oughly healthy, good-tempered woman can be 
secured for this purpose. 

The next best thing is "mixed feeding," 
partly mother's milk and partly an artificial 
food. This, of course, is only available when 
the mother is able to nurse the child to a certain 
extent, 

The only artificial food worth considering is 
fresh cow's milk proi>erly modified by the addi- 
tion of sugar of milk, lime-water, cream, and 
water. 

Without entering at all into a discussion of 
the chemistry of milk, the following simple 
directions for feeding during the first month 
will be sufficient. 

For convenience in the preparation of the 
various formula, it is best to begin with milk, 
(always from a good, healthy herd, and never 

kfrom a single cow), containing: fat, twelve per m 
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cent.; sugar, four per cent.; and proteid, four I 
per cent. This is called "12 — 4 — 4" milk, or ' 
"twelve per cent." milk, and all other constitu- 
ents may be disregarded entirely. 

Ordinarily, mixed cow's milk of good quality 
contains, approximately, four per cent, each of 
fats, sugar, and proteid matter, and to make 
"twelve per cent." milk it is only necessary to 
add to milk of this kind eight per cent, of fat ' 
in the shape of cream. 

Cream is of two kinds, both of which contain ' 
the same percentages of sugar and proteid as 
in mixed milk, the only difference being in tiie 
amount of fat. 

"Gravity" cream is that which rises by 
reason of gravity and is removed by hand with 
a skimmer, and is to be found in every farm- 
house in the country. It contains ; fat, sixteen 
per cent.; sugar, four per cent.; and proteid, ' 
four per cent. 

"Centrifugal" cream is made with a centri- 
fugal machine, and sold in small jars in the 
cities. It is as thick as or thicker than honey, 
and contains: fat, twenty per cent.; sugar, four 
per cent.; and proteid, four per cent. 

Eemembering that ordinary mixed cow's milk 
contains four per cent, each of fat, sugar, and 
proteid, "twelve per cent." milk may be made 
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with "gravity" cream by adding two parts of 
this cream to one part of ordinary milk, thus : 



jrCent. Per Cent Per CsQt. 



If "centrifugal" cream is used, equal parts 
of it and ordinary milk will give "twelve per 
cent." milk, thus: 

^^H Per 

I ^ 

^^ Still another method, which is probably the 
simplest and most practical for use in cities 
where milk is delivered in quart bottles filled 

and sealed at the farm, consists in removing, 

I^Lvith a siphon or a "Chapin Dipper" *(Fig. 8), 

H^^ ■* The " Chapin Dipper " holda exactly one fluid 

dipperful of granulated eugar, or one and one-half dipperfula 
of sugar of milk ie the amount required for each twentj 
ounces of food. In removing the 
ful should be taken out with a 
orerflow. 
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the Upper nine ounces of milk from one of these 
bottles. Experiment has shown that, by the 
time these bottles have reached the consumer 
snflScient cream has risen to give the upper nine 
oances of so-called "top milk" exactly twelve 
per cent, of fat. 

Having obtained the "twelve per cent." milk 
by any one of the three methods described, the 
next step is to so dilute and otherwise 
' modify it that it will meet the require- 
ments of the infant. 

To this end water, in considerable 
quantity, must be added to reduce all of 
its constituents, and the deficiency in 
sugar must be made up by the addition 
of sugar of milk. Lime-water is also 
needed to insure the alkalinity of the 
chlpin finished product. 

Dipper. rpj^g followiug table shoWs the various 
formulae required by an average infant during 
the first thirty days of its life, using "twelve 
per cent." milk as a basis. For more detailed 
information on this most interesting subject 
the reader is referred to any of the standard 
works on Infant Feeding, notably 
"Pediatries." 
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Bearing in mind that vomiting and diarrhcea 
unaccompanied by fever and other c<)nstitu- 
tional symptoms indicate an excess of fat, and 
that constipation, with curds and putty-like 
stools, shows an excess of proteid, it is not a 
difficult matter to keep a healthy child in a 
healthy condition, provided proper methods of 
feeding are followed carefully from the first 
and suitable changes in the formulae are made 
the instant the necessity for them arises. 

To "dry up" the breasts when nursing is 
contraindicated and the infant is given to a wet- 
nurse or put on the bottle, it is only necessary, 
after thoroughly emptying the breasts, to sur- 
round them with smooth layers of absorbent 
cotton and apply a very snug breast-binder 
through which holes for the nipples have been 
cut. Beyond limiting the amount of fluids 
ingested and opening the bowels freely with 
salines, nothing more need be done, and, more 
than anything else, the glands should not be 
stimulated by the use of the breast-pump. 
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Under this treatment the breasts will at first 
become very hard, but they will soften again 
and be entirely free from milk in from three to 
five days. During this period the binder should 
not be disturbed. If, as will very rarely happen, 
the temperature should rise suddenly, indicat- 
ing the onset of mastitis, it may usually be 
aborted by the application of an ice-bag over 
the breast-binder after again emptying the 
glands, accompanied by the free administration 
of salines. 

To be successful, this abortive treatment 
must be instituted the instant that symptoms 
develop, and when it is begun at once and is 
properly carried out it rarely if ever fails to 
be effective. 

The infant's diapers are to be changed as 
often as they become wet or soiled, and the child 
must be kept sweet and clean at all times. 

Anise-seed tea, "mother's comforters," 
sugar-teats, and similar abominations should be 
positively forbidden. 

After the physician has discontinued hia 
visits, the parents will be at liberty to do as they 
please in such matters, but as long as he is in 
charge of the case he should refuse to coun- 
tenance anything of the sort. 
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The teacher of obstetrics is constantly asked, 
"Which is the best forceps!" and the teacher 
of obstetrics, if he be a trustworthy teacher, is 
never able to answer this apparently simple 
question. One might as well ask a carpenter, 
"Which is the best chisel?" an artist, "Which 
is the best brush?" or a general surgeon, 
"Which is the best knife?" 

In each instance the answer would be, "It all 
depends upon the use for which it is intended." 
I Leaving out of consideration the carpenter 
land the artist and confining ourselves to our 
own profession, it may safely be said that in no 
branch of medicine, other than obstetrics, are 
such foolish questions asked, and yet the teacher 
of obstetrics hears them continually. Moreover, 
the general practitioner, in nine cases out of 
ten, pins his faith to some favorite model of 
obstetric forceps, and it is not at all uncommon 
to hear a physician make a remark to the effect 
that "with his good old such-and-such forceps" 
he can deliver any woman in the world. If he 
knew more he would not make such ridiculous 
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statements and, sooner or later, he comes to a 
realization of his error, doubtless to his sorrow. 
It is not sufficient merely to extract a fetal 
body from a woman. This extraction must be 
accomplished with the maximum amount of 
safety to both the mother and the child, and yet 
certain men extol a certain forceps because, 
with it, they can, as they think, invariably de- 
liver the child, dead or alive; while others, with 
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equal enthusiasm, shout the praises of a differ- 
ent instrument which will produce a living child, 
no matter at what cost to the maternal tissues. 

This is the whole trouble in a nut-shell and 
it may be said, without fear of contradiction, 
that the obstetrician can no more do all his work 
properly with one forceps than can the carpen- 
ter with one chisel, the artist with one brash, 
or the surgeon with one knife. 

It is true that one forceps may be selected 





"which will fulfil the single indication of delivery, 
regardless of consequences, if the case can be 
delivered with forceps at all. The Tamier axis- 
traction instrument would serve this purpose 




and, almost to an equal extent, would the Hodge 

forceps (Fig. 10 — C), famous in many sections 

of the country and, undoubtedly, one of the 

I moBt dangerous of all obstetric appliances, 
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existence, unless, possibly, the Davis forceps, 
which is still in its infancy. 

The best instrument for use in so-called 
"medimn" eases, where the head is through, or 




practically through, the brim, but not resting on 
the pelvic floor, is probably the Elliott, though 
there can be no valid objection to the Tucker- 
McLane, if one prefers the solid blades. 
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These two instruments are practically identi- 
cal, as regards cephalic and pelvic curves, but, 
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Ulustratinit tba aaperior saltty o1 the Simpaon (A) over Ihe I 
and u[ both over the Hodge (C) toroeps. as regards tbe a 



- after using both extensively, the writer's lean- 
I ing is distinctly in favor of the Elliott model. 
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Of the two types of axis-traction forceps, the 
Tamier is better than the Jewett, just as tiie 
basiotribe is better than any forceps at all. In 
other words, it mnst be admitted that delivery 
may, occasionally, be accomplished with the 
Tamier after the Jewett has failed, bnt only 
becanse the former instrument is much heavier 
and more powerful than the latter, and the risk 
to the child is greatly increased whenever it is 
used. 

The writer considers the Jewett axis-traetion 
forceps one of the most artistic of all obstetric 
instruments, and always gives it the preference 
over the Tamier, except in rare instances. The 
traction rods, connecting bar, and traction 
handle, should, however, be of the Tamier pat- 
tern to complete the efficiency of this, otherwise, 
nearly ideal instmment. 

The man who does only his low forceps cases 
himself, and turns over those of more serious 
character to the obstetric expert, will do very 
well with no other than the Simpson and Elliott 
instrmnents in his kit, but he must constantly 
be on his guard, lest he attempt, with these for- 
ceps, to perform feats only safely practicable 
with the more powerful appliances ; a circum- 
stance constantly observed by the obstetric con- 
sultant, who is called again and again to deliver, 




L 



by means of axis-traction, many cases in which 
nmnerons fruitless and, to the skilled operator, 
obviously futile, attempts have been made at 
extraction with the ordinary form of forceps, 
and often by several men who have "taken 
turns" at giving chloroform and applying the 
instrument. 

Such a performance as this is not only brutal, 
but may be said to be absolutely criminal, for 
it is always a very easy matter to determine in 
a moment, and with surprising certainty, 
whether or not a given case may be delivered 
with the forceps in use. This method of deter- 
mining the possibilities of any particular instru- 
ment will be discussed on another page, but it 
is, as has been said, a frequent experience for 
the obstetric consultant to see cases in which 
repeated attempts at delivery have been made, 
although even limited training should have 
taught that forceps extraction was impossible 
with the forceps at hand. 

It is to be assumed that all necessary prepara- 
tions for normal labor have been made and that 
but a few additional steps are required to make 
the patient ready for instrumental delivery. 

The forceps selected as best adapted to the 
particular case in hand are sterilized, together 
with the following: 
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Catheter. 

Scissors. _ 

Volsellum. 

Sponge-holder. 

Needle-holder. 

Only enongli water is used to completely 
cover the instruments, and a small amount of 
sodium carbonate may be added to prevent tar- 
nishing. On the table, in addition to the articles 
required for a normal case, should be placed 
the following: 

Straight and curved needles, for the peri- 
neum, in a shallow dish and covered with 95 per 
cent, alcohol. 

Plain sterile gav^e. 

Iodoform gauze. 

Iodoform. 

One tube each of sterilized, medium, silk, 
catgut and .silkworm gut are tossed into the 
basin of bichloride solution. These are not to 
be opened unless needed and, if not used, the 
tubes may be dried and saved for another 
case. 

The nurse is to prepare an additional supply 
of bichloride sponges and bichloride towels, and 
see to it that the solutions on hand are of the 
required temperature and in sufficient quantity. 

While these steps are being taken, the patient 
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is to be anassthetized, invariably by another 
physician, if snch a course is within the bonnds 
of possibility, and no attempt should ever be 
made to apply the blades of the forceps tmtil 
complete surgical narcosis is secured. 

Chloroform (unless specially contraindi- 
cated) should be given to the full surgical 
degree, or else, in low cases, no aniEsthetie at 
all should be administered. 

A patient but partially anfesthetized loses 
control of herself entirely, and, after the blades 
are adjusted, may move suddenly, or even 
spring out of bed, with most serious result. 

It is far safer to apply forceps without any 
antesthetie at all than to undertake the opera- 
tion when the patient is but partially under the 
influence of the drug and in the stage of excite- 
ment only. Some years ago, in New York, for- 
ceps were used when anresthesia was incom- 
plete, and the woman suddenly sprang up in 
bed and sat down with her entire weight on the 
handles of the instruments, forcing the blades 
through the uterine wall and lacerating the 
abdominal viscera to such a degree that she died 
in a few hours, although coeliotomy was 
promptly and skilfully performed. Had it not 
been for the exciting effect of the anaesthetic she 
probably could have controlled herself properly. 



I 



I 




^^^^^^*^ FORCEPS 

P^B ITnavoidable conditions and complications 
' -^ may, of coarse, set any mle at nanght ; but the 
obstetrician never should administer the anaes- 
thetic himself, or intrust it to a nurse, if the 
services of another practitioner can be obtained. 
This is not only on account of possible acci- 
dents, but also because the accoucheur cannot 
anaesthetize the woman and at the same time 
keep himself, his instruments, and the birth 
canal in an aseptic condition. 

In the city, at least, it is always an easy 
matter to summon a colleague to administer the 
aniEsthetic. 

While the patient is being auEestbetized the 
physician should inspect his instruments and 
accessories and see that everything likely to 
be needed is at hand and conveniently placed. 
Nothing is more unworkmanlike than to attempt 
even a simple operation before every detail 
has been carefully rehearsed, and yet the most 
shiftless methods are followed by many general 
practitioners in the course of their obstetric 
work, as every consulting obstetrician knows. 

The operation should never be performed on 
the bed, if such a thing can possibly be avoided, 
for, even in low cases, with the head actually 
bulging the perineum, there is always danger 
of laceration or of post-partum hemorrhage; 
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neither of which can be treated properly with 
the patient in this sitnation. A stout kitchen 
or dining-room table should be provided for 
this purpose, and, after the patient has been 
anesthetized, she should be placed upon it, in 
the lithotomy position, with her buttocks well 
over the edge, and her legs 
supported in some form of 
leg-holder, of which the Ede- 
bohls type (see Plate XV) 
is, unquestionably, the best 
The use of leg-holders re- 
duces the number of assist- 
ants materially, and, as these 
ingenious devices never 
1 faint, nor become nauseated, 
there is no danger that the 
patient will be precipitated 
to the floor in the course of 
the operation. 
If the physician desires a less bulky and 
cheaper appliance the one devised by the author 
(Pig. 15) seems to be as good as any. 

It consists of two stout leather straps, forty 
inches long, securely fastened to a thick canton- 
flannel pad eight inches square and twelve 
inches distant from the buckle ends. The straps 
are not crossed, but lie parallel to each other 
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and foQr inches apart. Each strap is provided 
with a small pad of canton flannel placed 
between the large pad and the buokles to pro- 
tect the patient's shoulders. Two clean towels 
are tied with a square knot by diagonally oppo- 
site corners rather snugly around the pntient's 
legs just above the knees, and the large, square 
pad is placed under her back, with the buckle 
ends of the straps extending one over each 
shoulder. The legs are now flexed in the re- 
quired position, and the long ends of the straps 
passed under the towels that encircle the thighs 
and into the buckles, each side being pulled up 
snugly and into the same buckle hole as the 
other. 

Towels are used around the legs instead of 
regularly made loops because they are clean 
and fresh for each patient. Care should be 
taken to tie them with a square knot and with 
sufficient snugness to prevent them from slip- 
ping along the thigh towards the body when 
the straps are drawn up. The woman cannot 
"get away" from this appliance, nor can she 
injure herself if she struggles; while the legs 
have a tendency to fall widely apart as soon 
as her muscles are fully relaxed by the anies- 
thetic. Moreover, the aniesthetist can turn the 
head easily in either direction, a mancEUvre not 
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possible with any form of leg holder that passes 
under the arm and over the opposite shoulder; 
yet of the greatest convenience if the patient 
vomits or becomes asphyxiated. 

The patient is now placed in the lithotomy 
position, Oil the table with her back resting on 
the Morrison Pad and her buttocks extending 
well over the edge. Care must be taken that 
her night-dress is well rolled up to prevent soil- 
ing, and that the Morrison Pad is in such a 
position that neither it nor its apron will be 
in the way of downward traction. The legs are 
now encased in rubber leggings and covered 
with fresh bichloride towels securely fastened 
with safety-pins; another bichloride towel ia 
placed under the buttocks, and still another over 
the abdomen. 

The physician will now disinfect his hands 
for the last time while the nurse is bathing the 
patient's genitals and all uncovered parts with 
warm sterile water, Tr. green soap and fresh 
absorbent cotton, after which the parts are 
rinsed with plain sterile water. 

The bowels are to be emptied by enema (soap 
suds, oj ; Spts. turpentine, 5i) , and the bladder 
by catheter, immediately before the operation, 
for a full bladder or a distended rectum greatly 
increases the danger of the occurrence of cysto- 
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First position ot the operator In lorcepa delivery, with tingera ^M 
of the left hand on fetal head while making tentative traction to learn ^M 
Htha blades are slipping. Patient in lithotomy position with tcet ^M 
supported by Edebohls leg-holders. ^M 



cele or rectoeele ; to say nothing of the fact that 
attention to these simple matters often prevents 
many unpleasant features which, otherwise, 
would come up in the course of the delivery. 

The nurse should have ready two good-sized 
pans or foot-tubs, one containing Jiot and the 
other iced water, for the resuscitation of a pos- 
sibly asphyxiated infant, and there should be on 
hand an ample supply of 5 per cent, iodoform 
gauze with which to tampon the uterus and 
vagina in the event of post-partum hemorrhage. 

When all is ready, and after all aseptic pre- 
cautions have been observed and the proper 
instrument for use in the individual case has 
been selected, the operator inserts his entire, 
lubricated, right hand into the vagina, com- 
pletes the dilatation of the cervix if necessary, 
ruptures the membranes if they are still intact, 
and assures himself absolutely of the presenta- 
tion and the position of the presenting part. 

Dilatation should always be complete before 
the blades are applied and traction is begun, 
and if this condition does not already exist, as, 
for example, in the majority of high forceps 
operations, it should be completed by the accou- 
cheur before the instrument is adjusted ; 
preferably by the manual method or else by the 
use of the modified Champetier de Ribes or the 
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Pomeroy bags, if the operator bo elects. When 
this precantion is taken and complete dilatation 
and paralysis of the cervix and internal os are 
secured hefore the application of the blades 
and the extraction of the head, the danger of 
cervical laceration is reduced to a minimum. 

As the woman is, or should he, fully anaes- 
thetized, this act will cause no suffering what- 
ever, and a vagina which will not safely admit 
the hand in this manner will surely not permit 
the extraction of the fetal head. 

With the hand still in the vagina, the first 
blade is now introduced and then, reversing the 
hands, the second is adjusted in the usual way. 
No force whatever may be used in introducing 
the blades and it is as foolish as it is unneces- 
sary to attempt their application with the 
guidance of but two fingers, as is so often done. 
The blades are now locked with the utmost 
gentleness and no traction may be made until 
they are accurately adjusted and securely 
locked. 

As soon as this is accomplished, and traction 
is begun, one or two fingers of the left hand 
should be placed in the vagina and against the 
fetal head (see Plate XV), in order to ascertain 
if the blades are slipping : and if such is found 
to be the case, the instrument should be removed 
162 
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and another, and more suitable one, substituted 
for it. By this means it is always possible to 
tell if a given forceps is adapted to a given case, 
and, as slipping blades are extremely dangerous 
to both mother and child, the careful physician 
will never peisist in the use of an instrument 
which behaves in this manner. If he has no 
other and better forceps with which to replace 
those that have been tried and found wanting, 
he may do a version, if the head is not firmly 
engaged, or else send for expert assistance. 

The amount of traction force which can be 
exerted with safety has been estimated at ninety 
pounds, but as no operator can ever gauge this 
with accuracy, it may be put down as a practical 
rule that one may pull all he can with his arms, 
shoulders and back; without bracing himself in 
any way, and taking care to unlock the blades at 
frequent intervals to relieve the pressure on 
the fetal head for the time, and afford it, and the 
mother, a short period of rest. 

The man who sits down on the floor, braces 
his feet against the side of the bed, and, with 
brute force, literally hauls a fetus out of the 
genital canal is a butcher; not a surgeon 1 

At the beginning of a forceps delivery, the 
operator should face the woman's buttocks 
(Plate XV), but, as soon as the head begins to 
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distend the perinemn, he should change his posi- 
tion to her right side, facing her left knee 
{Plate XVI), elevate the handles of the instru- 
ment gradually and cautiously, and, with an 
ever watchful eye on the perineum, carry them 
upwards and backwards until, at the last, they 
often rest on the abdominal wall (Plate XVii), 
bringing the head into the world in this way. 

The blades should never be removed until the 
head is born, and they drop off of themselves, 
and the writer firmly believes that, by this 
method of delivery skilfully performed, we can 
safeguard the perineum to the utmost possible, 
degree. The blades occupy no appreciable 
space, and, when they are in position, we have 
"absolute control of the advance of the head. 

Moreover, their mere removal, when the heai 
is part way through the vulva, is often sufflciei 
to start a tear; while, if it becomes neeessai 
to replace them when the head is in this post 
tion, severe injury is not at all unusual. 

As soon as delivery has been accomplished, 
careful search should be made for perineal 
lacerations, and, if any are found, it is usually 
possible to place the sutures before the expul- 
sion of the placenta and while the patient is. 
still under the influence of the anaesthetic. 

When the stitches are in place, their ends are 
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clamped with hemostats, or with serrefines, and 
they are not tied until the after-birth is deliv- 
ered. 

The increased liability to shock after oper- 
ative delivery of any sort must never be for- 
gotten, and provision shonld be made for apply- 
ing heat to the patient's body if she goes into 
collapse. Ordinary lager-beer bottles filled 
with hot water are most convenient on account 
of the rapidity with which they can be securely 
corked by means of their patent stoppers. Tn 
their place hot bricks, hot flat-irons, or hot 
stove-lids may be used. At the beginning of 
every operative delivery, some member of the 
family should be detailed to make ready the 
hot-water bottles or their substitutes, so that 
there will be no delay if they are wanted. 

After the birth of the child the furflier points 
in technique do not differ materially from those 
of normal labor ; but the possibility of septic 
infection, of hemorrhage, of shock, and of reten- 
tion of urine, must constantly be kept in mind. 
If the child is dead special attention must be 
given to the breasts. {See page 143.) 



VERSION, CRANIOTOMY AND BASIOTRIPSV 

The preparations for internal version, crani- 
otomy, hasiotripsy and all other forma of intra- 
uterine manipulation or instrumentation are 
identically the same as those already discussed 
in detail for forceps delivery, with the single 
exception that no provision need be made for 
the resuscitation of the child when one or 
another of the mutilating operations is to be 
performed on the fetus, as it will, of course, be 
dead when extracted. 

In all cases the patient is to be fully anaes- 
thetized, and put on a table in the lithotomy 
position. The rectum is to be emptied by enema, 
the bladder by catheter, dilatation of the cervix, 
if not complete, must be completed manually 
until the internal os uteri will admit the passage 
of the closed fist, and the membranes must be 
ruptured. The same precautions must be ob- 
served to guard against shock, septic infection 
and hemorrhage. 

In Podalic Version the important points to be 
borne in mind are these : 



(a.) The operation is distinctly eontraindicated 
when the head is impacted or even firmly 
engaged in the pelvic brim. 

(fc.) The intra-uterine hand must be the one 
whose palm faces the abdominal surface 
of the fetus. Thus, the right hand is 
nsed in all right positions of the occiput, 
and vice versa. 

(c.) No attempt should be made to use the 
fingers until the entire hand has passed 
above the pelvic brim and free motion 
of the entire hand is unimpeded in every 
way. Unless this rule is followed the 
pressure on the fingers between the head 
and the pelvis will soon render the hand 
powerless. 

(d.) The foot is recognized by the heel and by 
that only. There is nothing like a heel 
about a hand. 

(e.) The first foot seized is to be dravra down, 
while the external hand of the operator 
assists in rotating the fetal body by 
pressure through the abdominal wall. 

(/.) The other foot is not interfered with until 
the combined bulk of buttocks and thigh 
have carried cervical dilatation to the 
greatest possible degree. The second 
foot is then, and only then, drawn down 
like the first. 
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) As soon as the cord can be reached it 
should be drawn down gently and the 
character of the pnlsations carefully 
noted. An irregular, extremely rapid, 
or unduly slow (100 or under) pulse call 
for extreme haste in delivery, consistent 
with maternal safety, in the interest of 
the child. 

(h.) As soon as the fetal abdomen appears at 
the vulva the body of the child must be 
wrapped in warm sterile towels lest the 
shock of the cooler air of the room 
induce respiratory movements and cause 
inhalation of amniotic fluid or blood, 
with resultant fetal asphyxia. 

(i.) As the body descends it should be rotated, 
if necessary, by the operator until the 
back is directed upward, in order to 
bring about an anterior position of the 
occiput. 

(j.) During the entire process of extraction 
firm, constant pressure must be main- 
tained over the fundus uteri by an 
assistant, to prevent, if possible, the ex- 
tension of the arms above the head. 

(ft.) The after-coming head is best delivered 
by well-directed pressure from above, 
through the abdominal wall and in the 



direction of the axis of the pelvic canal, 
rather than by traction from below. 
The body of the child must, of course, 
be carried upward and backward until 
it rests on the maternal abdomen, and 
extension is to he assisted by downward 
pressure on the occiput and upward 
pressure on the chin or superior maxilla, 
but well-directed pressure from above 
and in the curve of Carus must never 
be neglected, 
{I.) Once the fetal head has entered the pelvic 
brim, but ftve minutes, by the clock, 
may be allowed for its delivery, or pres- 
sure on the cord will shut off the pla- 
cental circulation and the child will be 
lo3t by asphyxiation, 
(m.) Version is the most rapid method of deliv- 
ery at our disposal and, unless specially 
contraindicated, is preferable to forceps 
extraction in such cases as eclampsia, 
placenta previa and the like, where haste 
is the essential factor. 
The MnTmATiNQ operations are more akin to 
butchery than to surgery, but they are occa- 
sionally indicated in the case of a living child 
in order to save the mother and are not in- 
frequently performed upon the dead or dying 
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fetus to hasten delivery and save the motherl 
further shock or injury. 

The preparations are the same as for f orcepa 1 
or version and, aa a rule, one or both of these ' 
operations have been tried and found wanting 
before the mutilation of the child is begun. 

For crushing and extracting the liead the best 
instrument is, without question, the Tarnier 
Basiotribe, altliough the old-fashioned and 
often unsatisfactory Cranioelast and Perfora- 
tor may be used if the better and more powerful 
instrument is not available. 

The basiotribe combines, in one device, the 
perforator, crusher and extractor, and, with it, 
any fetus that can in any way be brought 
through the pelvic canal without the aid oi 
symphyseotomy or hebotomy, may be delivered 
This failing, nothing is left beyond the per- 
formance of Caesarean section. 

For these reasons, if for no other, there 
should be a modern basiotribe within the reach 
of every practicing physician, just as every 
community, no matter how sraall, maintains its 
own local fire department for use in case of' 
emergency. Any man competent to apply the; 
obstetric forceps can use the basiotribe without 
difficulty if he keep in mind the following points : 

The presenting part (head) is to be pushed' 
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firmly into the pelvic brim and held there until 
the instrument is adjusted. As an additional 
precaution, the scalp should be seized with a 
strong volsellum and steadied from below. The 
perforator is now guided by the fingers of the 
left hand to the most prominent part of the 
presenting skull, and, with the fetal head held 
firmly in position, it is forced quickly through 
the scalp and skull into the cranial cavity, 
passed on as far as it will go easily and moved 
about in various directions to break up the 
brain substance. It is not necessary to wash 
out the cavity, as is often recommended, and 
this procedure merely delays the operation to 
no good purpose, and it is equally a waste of 
time to search for a suture or fontanelle before 
perforating. The first blade of the basiotribe 
is now inserted as though it were a forceps 
blade, and locked to the perforator. The second 
blade is then applied in the same way, but with 
far greater difficulty, and locked to the first. 

The compression screw is now adjusted and 
the instrument screwed down to the last pos- 
sible degree. In many cases the mere weight 
of the instrument will drag the mutilated head 
through the pelvic brim; in others, the method 
of extraction is the same as though forceps were 
in use. 
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Basiotripsy on the after-coming head is often 
easier, and on several occasions the author has 
deliberately performed podalic version before 
proceeding to crush the skull, in order to bring 
about this condition and simplify the operation. 
In these eases the instrument is sure to grasp 
and crush the base of the skull while, with the 
cranial vault presenting, the blades may show ' 
a tendency to slip. This is especially tme in * 
cases of hydrocephalus and other conditions in 
■ffhicli the head is unduly large or the pelvis 
unusually small. Beyond the facts that the 
infant's body is to be raised high up and over 
the mother's abdomen and that the perforator 
is to be inserted under the chin close to the 
vertebral column {not through the mouth) the 
technique of basiotripsy on the after-eoming 
head does not differ from that already dis- . 
cussed. 

When the old-fashioned cranioclast and J 
perforator are used the same general pre- ' 
cautions are to be observed. The perforator, 
however, is withdrawn as soon aa an open- ' 
ing into the skull has been effected and J 
the brain thoroughly disintegrated, and the ' 
first blade of the cranioclast is inserted in its 
place. The second blade is now adjusted out- 
side the scalp and the bone between the two 
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blades is crushed. The blades are now loosened 
and moved a short distance to one side or the 
other and the crushing repeated. This is per- 
sisted in, as far as possible in every direction, 
until the scalp may be compared to a flabby bag 
containing a mass of broken bone. The instru- 
ment is now inserted as far as may be, a firm 
hold taken upon the skull near the base and the 
head extracted as with forceps. Care must be 
taken that rough edges of broken hone do not 
come in contact with and injure the maternal 
tissues. 

The basiotribe is, however, as far beyond the 
cranioclast as is the stage-coach beyond the 
modern railway train and no physician who 
does any considerable amount of obstetrics 
should be content with the antiquated and prac- 
tically discarded instrtunent. 

For decapitation, whether made necessary by 
impacted shoulder presentation or by "locked 
twins," the only instruments needed will be a 
long, strong scissors and a stout volsellum. 
The well-known "Braun's Hook" is no longer 
used. 

In these cases it is important to first secure 
the head from below with the volsellum or with 
a long, strong silk thread passed deeply into the 
scalp with a small curved needle. 

The decapitation is then accomplished bypass- 
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ing two fingers of the left hand into the vagina, 
one on each side of the neck, as a guide, and 
"nibbling" through the tissues (bone and all) 
with the scissors. When the neck is severed 
the head is pushed up, but still controlled by the 
suture or volsellum, and the body delivered as 
by version. The head is then drawn to the brim 
of the pelvis and either expelled by pressure 
from above, through the abdominal wall, or 
removed with forceps ; the suture or volsellum. 
serving to guide it into position and steady it 
while the blades are applied. 

With embryotomy is included evisceration, 
and these operations, if they may be granted 
the name, consist merely in hacking np the fetal 
body and removing it piecemeal. Snch action 
is seldom necessary except in certain rare eases 
of fetal monstrosity. 

The only instruments required are the decap- 
itation scissors mentioned above and a long: 
sponge-holder or placenta forceps. 

Special care must be observed in the per- 
formance of all mutilating operations that no 
spicules or ragged edges of bone injure the 
maternal tissues, and as these patients, almost 
without exception, have been many hours or 
even days in labor and have doubtless been sub- 
jected to many and prolonged attempts at deliv- 
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ery by other means, they are, in practically 
every instance, in a condition of pronounced 
exitanstion or shock. For these reasons every 
possible precaution must be observed to guard 
against and, if necessary, to combat, shock, 
hemorrhage, and sepsis. 

Because of this increased liability to shock 
after operative delivery of any sort provision 
must be made for applying heat to the patient's 
body if she goes into collapse. She is to be laid 
between warm blankets (not sheets) and sur- 
rounded with hot-water bags or, in an emer- 
gency, with ordinary lager-beer bottles filled 
with hot water, wbieh are most convenient for 
this purpose as they can be corked rapidly and 
securely by means of their patent stoppers. If 
neither of the above is available, hot bricks, 
hot flat-irons, or hot stove-lids may be used. 

At the beginning of every operative delivery 
some member of the family should be detailed 
to prepare the bed with warm blankets and 
make ready the hot-water bottles or their sub- 
stitutes, so that there may be no delay at the 
conclusion of the operation. 
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PERINEOBHHAPHY: TRACHELOBBHAPHY 

It is not the province of the obstetrician to 
famish occupation for the gymecic surgeon, and 
he should use every eflFort to prevent injuries 
to the soft parts during the birth of the child. 
When, however, in spite of every precaution, 
these accidents occur, all lacerations of the peri- 
neum and vaginal walls and extensive tears of 
the cervix must be repaired at onee if the 
patient's condition is good; or, if she is greatly 
exhausted, some time within twenty-four hours 
after the conclusion of labor. 

Slight perineal tears may be sutured while 
awaiting the birth of the placenta, the stitches 
being tied after the secundines are delivered. 
General anesthesia is necessary for the repair 
of deep lacerations, and desirable in any event. 
The patient is prepared for operation as for 
forceps delivery, care being taken to bring the 
buttocks well beyond the edge of the table or 
bed. The vulva, perineum, and adjacent parts 
are to be disinfected thoroughly in the manner 
already described, and the field of operation 
surrounded with fresh wet bichloride towels. 



PERINEORRHAPHY: TRACHELORRHAPHY 

The operator will sterilize his hands as for 
a vaginal examination. 

The following instruments are required : 

3 Volsella. 

Scissors. 

Thumb forceps. 

Six serrefines, or hemostats. 

Large and small curved needles. 

Needle-holder. 

Silkworm gut in tube. 

Chromicized gut {No. 3) in tube. 

Catgut (No. 3) in tube. 

Large sterile gauze or cotton tampon for 
vagina. 

The instruments are to be boiled for ten 
minutes, cooled with cold sterile water, and 
placed on a table by the side of the physician, 
who sits in a chair directly facing the patient's 
buttocks. The needles are laid in a shallow dish 
or saucer and covered with alcohol, as boiling 
tends to make them rusty and dull. 

The tubes containing the required sutures are 
put in a basin of bichloride solution (1-2000). 

The perineum and lower part of the labia 
majora should be shaved, or the hair clipped 
short with scissors. If the cervix is badly torn 
and bleedingly excessively, it is to be drawn 
down to the vulva with the volsella, wiped 
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clean with sterile cotton sponges and boiled 
water, and repaired first with No. 2 ckromicised 
catgut. In the absence of severe hemorrhage, 
cervical lacerations should be left to themselves 
and, if necessary, repaired at a later date. A 
large tampon is then placed in the vagina to 
prevent blood from the uterus flowing over the 
field of operation, and the perineal laceration 
cleansed, trimmed, and sutured. 

Internal lacerations of the vaginal walls are 
repaired first with No. 2 plain catgut. The 
external tear is now to be closed with a wide 
sweep of a large curved needle to insure catch- 
ing up all the muscle endings and forming a 
firm perineal floor. All the stitches are to be 
inserted before any are tied, the two ends of 
each suture being grasped with a serrefine 
before the next is taken. (Fig. 16.) When all 
are in place, the wound is to be cleaned care- 
fully for the last time, the edges approximated, 
and the stitches tied from within outward. 
Care must be taken in removing the tampon 
from the vagina that no stitches are dragged 
out with it. The wounded area is then to be 
dusted with iodoform and a clean vulva pad 
applied. 

In many cases of slight perineal lacerations 
without involvement of the cervical or vaginal 
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PERINEORRHAPHY: TRACHELORRHAPHY 

tissues it is qnite practicable to insert a few 
external sutures of silkworm gut before the 
expulsion of the placenta and while the woman 
is still under the influence of her initial anees- 




thesia. The ends of the stitches are caught with 
serrefines or hemostats and they are not tied 
until the after-birth is delivered. This course 
should be pursued whenever i 
The woman lies on her back with her legs 
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close together, and the bowels are moved every 
second day. 

Cervical, and vaginal, stitches remain in posi- 
tion until tiiey are absorbed; those in the peri- 
nemn may be removed at tiie end of ten or 
twelve days. 



XIII. 

SYMPHYSEOTOMY 

Symphyseotomy is, practically, an obsolete 
operation but a brief mention of its technique 
may not be out of place. Its main disadvantage 
rests on the fact that, after it has been accom- 
plished, the woman is by no means delivered, 
and in a great many cases labor must be con- 
clnded with forceps or by version. The same 
objections may be made to the more recent 
operation, hebotomy. 

For symphyseotomy three assistants are re- 
quired, — one to administer the amesthetic and 
two to hold the knees. 

The woman should be placed in the lithotomy 
position, with her back resting in the Morrison 
Pad and her buttocks extending slightly beyond 
the edge of the mattress or table, as for a for- 
ceps operation. The legs, however, are not to 
be secured with the leg holder, but are to be 
held firmly by two assistants seated on the edge 
of the bed or table, one on each side of Qie 
patient. 

The woman should not be placed in positii 
for operating until she is fully amesthetized. 
All the hair covering the mons veneris, vulva, 
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and perineum is to be carefully shaved off, and 
the parts mentioned, as well as the abdomen 
and thighs, are to be thoroughly scrubbed with 
nail-brush, Tr. green soap, and hot water. She 
is then to be covered with fresh wet bichloride 
towels, leaving only the field of operation and 
the vulva exposed, after which the disinfection 
of the uncovered parts is concluded by washing 
them thoroughly with, first, alcohol or ether; 
second, bichloride solution, 1-2000; and, third, 
hot sterile water. Disinfection of the va^na 
has not been mentioned, for, if that canal is to 
be regarded as normally free from bacteria and 
not to be sterilized preparatory to an uncom- 
plicated labor, it is no less aseptic at the begin- 
ning of symphyseotomy. If, however, the 
operator has reason to fear that the vagina 
may have been infected at his own or another 's 
hands, it should be scrubbed thoroughly with 
the fingers, soap, and hot water, and washed 
out with a hot lysol solution (two per cent.) 
before the disinfection of the external parts is 
begun, 

The instruments required for symphyseotomy 
are: 

Scalpel. 

Hirst's Knife, for cutting subptibic ligament. 

Galbiati's Knife (or Harris's modification). 

Scissors. 
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Six Artery Forceps. 

Thumb Forceps. 

Metallic Catheter. 

Needle-holder. 

Curved and straight Needles. 

Silk and Catgut Sutures, in tubes. 

Catgut Ligatures, in tubes. 

The instruments should be boiled with the 
cord instruments and douche-tube, while the 
sterilizer contains the obstetrical forceps and 
instruments for immediate repair of the peri- 
neum, boiled and ready for use in case it be- 
comes necessary to conclude the operation by 
forceps delivery. 

Immediately before the operation is begun 
the bladder must be emptied. 

The dressings required are: 

Iodoform Gauze, two yards. 

Plain Gauze. 

Absorbent Cotton. 

Four Strips Rubber Adhesive Plaster, each 
3 X SO inches. 

Muslin Binder. 

Safety-Pins. 

All the assistants, including the anesthetist, 
should wear operating gowns, not aprons; and 
the two assistants who are to support the legs 
must bestow as much care on the disinfection of 
their hands as does the operator himself. 



XIV. 

THE DOUCHE 

Abepsis, rather than antisepsis, in the condnet 
of labor being the aim of the modem obstetri- 
cian, the use of the douche, except in rare 
instances, has been entirely abandoned, and the 
subject may be discussed with propriety in a 
separate chapter. 

The careful physician will, as far as it lies in 
his power to do so, keep his own cases aseptic 
from the beginning of labor until the end of 
the puerperium ; but occasionally, as in consul- 
tation practice, or owing to the negligence of 
an incompetent nurse, the parturient canal will 
require prompt and thorough disinfection. 

The custom of intrusting vaginal douching 
to the nurse is most reprehensible, for, if the 
injection is given with sufficient force and in 
sufficient quantity to really cleanse the vagina, 
more or less of the liquid will, in all certainty, 
enter the uterus through the gaping os. Hence, 
as every "vaginal" douche administered within 
a week after labor becomes, of necessity, more 
or less inira-uterine, it should be given invari- 
ably by the physician and never by the nurse. 
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THE DOUCHE 

The solution to be used must be made with 
sterile water, and should be as hot as the patient 
can bear without discomfort. Lukewarm solu- 
tions tend to relax the uterus, and are apt to 
do more harm than good. 

The douehe-bag is to be boiled for ten min- 
utes, or else flushed out with a quart or two of 
bichloride solution, 1-1000, after which a pint 
of plain sterile water should be allowed to run 
through it. The physician should supply his 
own douehe-bag or have a new one purchased 
for the occasion. Old douche-bags belonging to 
the patient should never be made use of. 

The douche-tube is to be boiled for ten min- 
utes, removed from the fire, and, if necessary, 
cooled by the addition of plain sterile water; 
the greatest care being taken that nothing comes 
in contact with it or with the inside of the vessel 
in which it lies. The douche-pan is to be 
warmed, covered with a sterile or bichloride 
towel, and placed in position under the patient's 
buttocks, after which the vulva pad is to be 
removed and the vulva and adjacent parts thor- 
oughly cleansed with sterile water and Tr. green 
soap. 

While these preparations are being made by 
the nurse the physician will remove his coat, 
roll up his sleeves, put on a clean muslin apron 
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or gown, and disinfect his hands as for a vaginal 
examination. 

The greatest possible care must be given to 
this sterilization of the hands; the perman- 
ganate method being used if circumstances call 
for it. 

When everything is ready, the physician will, 
himself, remove the douche-tube from the vessel 
in which it was boiled and hold it in such a way 
that the nurse can attach to it the rubber piping 
from the douche-bag without permitting the 
tube to touch her hands or the piping to tonch 
the physician's hands. (Plate XVIII.) 

When this has been accomplished, the physi- 
cian separates the labia with the thumb and 
fingers of his left hand, as for a vaginal exami- 
nation, and inserts the tube through the centre 
of the opening in the hymen without allowing 
it to come in contact with the adjacent parts, 
the nurse turning on the current at the same 
time 60 as to prevent the entrance of air into 
the vagina. (Fig. 17.) 

If an intra-uterine douche is to be given, the 
vagina should be well flushed out before the 
tube is passed on into the uterus. One or two 
fingers must be inserted into the vagina in order 
to locate the external os, and direct the tube ; 
and it is well to take advantage of this oppor- 
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PLATE XVni. 




METHOD OF ATTACHING RUBBER TUeiNQ TO DOUCHE-TUBE, 



THE DOUCHE <^« 

tunity to thorouglily but gently scrub the for- 
niees and vaginal walls with the finger-tips, only 
enough force being used to remove any mucus, 
pus, or blood-clots that may adhere to the 
tissues. 




The writer invariably follows this plan, even 
when douching the vagina only. 

After the douche has been given, a clean vulva 
pad is to be applied, the douche-pan removed, 
and the patient made dry and comfortable. 

Before the pan is emptied, its contents should 
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bd carefully examined for shreds of membrane, 
pieces of placenta, and the like. 

After the tenth or twelfth day there is no 
objection to permitting the nurse, if she be intel- 
ligent and trustworthy, to administer a vaginal 
douche, occasionally, for cleansing purposes 
only. 



XV. 

CESAREAN SECTION 

Cjisabean section should always be regarded 
as an elective operation, and one not to be per- 
formed, except in rare instances, after pro- 
tracted attempts at delivery by forceps or 
version have been made. In such cases the child 
will be either dead or dying, and, in the interest 
of the mother, craniotomy should be done. The 
indications for the operation may be divided 
into two classes, — relative and absolute. 

Primarily, it is to be borne in mind that the 
life of the mother is always the first considera- 
tion, and in a work designed for the guidance 
of the general practitioner, the advice given 
should be qualified by the statement that, under 
certain unavoidable circumstances, Ca'sarean 
section may be distinctly contraindicated, even 
in the face of marked pelvic deformity. This 
would hold in the case of a woman in charge of 
a physician unskilled in abdominal surgery and 
unable to obtain skilled assistance, or so situ- 
ated that a major operation could not be per- 
formed aseptically. 

Assmning that all conditions are favorable for 
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operation, the absolute indication would be a 
pelvis, otlierwise normal, with a true conjugate 
diameter of seven centimetres or less. Not 
long ago a tme conjugate diameter of 6.5 centi- 
metres was regarded as the limit, but under 
improved methods the operation has been made 
so free from danger that one of seven centi- 
metres is now accepted in its stead. 

The relative indications include a flat pelvis 
with a true conjugate of 8.5 centimetres; a gen- 
erally contracted pelvis with a true conjugate 
of nine centimetres; an overgrowth of the fetus ; 
carcinoma of the cervix, or any condition of 
the maternal soft parts making delivery by the 
natural passages irapossible. 

In addition, the operation is indicated when- 
ever the mother is approaching, but has not 
reached, a point where further efforts at natu- 
ral delivery will greatly endanger her life, or 
where she is either dead or dying, and it offers 
the only means of saving the life of the infant. 

The operator requires four assistants and 
two nurses, but under stress of circumstances 
three assistants and one nurse will be found to 
answer. The assistants should be arranged as 
follows : One to administer the anaesthetic, one 
to directly assist the operator, one to take 
charge of the child, and one to hand instrn- 
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ments and make himself generally nseful. One 
nurse should attend to the solutions, dressings, 
etc., and the other should be ready for any 
duties that may be assigned to her at any time. 
When but three assistants are available, the 
operator will take his instruments from a table 
placed within convenient distance of his right 
hand. 

All the assistants and the nurses should wear 
operating-gowns, and, with the exception of the 
anfesthetist, they should all bestow as much care 
on the disinfection of their hands and forearms 
as does the operator himself. 

Except in rare instances, ether is the better 
anesthetic. 

The instruments required are: 

Scalpel. 

Scissors, curved, straight, and angular. 

Artery clamps. 

Mouse-toothed forceps. 

Sponge-holders. 

Needle-holder. 

Needles, curved and straight. 

Sterilized catgut, Nos. 2 and 3. 

The dressings are : 

Iodoform game, five per cent. 

Plain gauze. 

Cotton. 



A MANUAL OF OBSTETRICAL TECHNIQUE 

Three adhesive-plaster strips, three by twenty 
inches. 

One "many-tailed bandage." 

Sterile vulva pads. 

In addition, there should be several large 
sterile gauze pads, plenty of gauze or cotton 
sponges, and an ample supply of hot (110° P.) 
sterile salt solution (six-tenths per cent.). 

The rectum and bladder must be empty. 

Ordinarily, it is better to wait until labor has 
begun before operating ; but when for any 
reason it is found best to operate before the 
commencement of labor, the cervix is to be 
dilated, either manually or with bags, until it 
will admit at least three fingers, and so insure 
free drainage from the uterine cavity. This 
step is of the greatest importance. 

All the hair on the abdomen, mons veneris, 
and vulva is to be shaved off, and the entire 
abdomen disinfected by scrubbing, first with, 
green soap, and then washing with alcohol, 
ether, and finally with sterile water, after which 
the field of operation is surrounded with sterile 
towels. 

When the patient is thoroughly anjesthetized, 
and not before, an incision is made through the 
abdomen in the median line, beginning at a 
point about two inches above the umbilicus and 
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extending to a point about four inches above the 
symphysis pubis. This incision should extend 
through the abdominal wall to the uterus, and 
may pass through the umbilicus or to one side 
of it. The slight hemorrhage can usually be 
controlled hy the application of one or two 
hemostats. No concern need be felt with regard 
to the intestines, which will be found to lie 
entirely out of the way, above and behind the 
uterus; and if the bladder has been emptied 
with the catheter immediately before the opera- 
tion, it will lie below the lower end of the wound. 
The anterior uterine wall will now present 
through the abdominal wound, and it should be 
incised from above downward, beginning at a 
point as high up on the fundus as possible. This 
incision is to be extended downward in the 
median line, either with the scalpel, cutting 
from without inward, or with a curved blunt 
bistoury, on the finger as a guide, cutting from 
within outward, or with an angular scissors 
guided by the finger. It should be extended for 
about six inches, or until there is sufficient room 
for the delivery of the head, and should be made 
as rapidly as possible, for, until the child and 
the placenta are delivered, the hemorrhage 
from the uterine sinuses will be terrific. If by 
chance the placenta lies directly under the 
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uterine wound, it should be cut through with the. 
knife or scissors. Otherwise the hand is to be 
passed at once through the membrane, the child 
grasped by the bead, arm, leg, or breech, and 
delivered with as little delay as may be. The 
cord is immediately clamped aod cut, and the 
infant handed to an assistant who stands ready 
to receive it. 

At the same time the operator's assistanl 
compresses the fundus suEBciently to stimidal 
uterine contraction and prevent serious hem- 
orrhage. 

As soon as the child is delivered, the operatoi 
passes his hand again into the uterus, stripi 
off the placenta and membranes, and removei 
all clots that may have formed within the eavityj 
The uterus is then washed out with the hot-sail 
solution, and a strip of sterilized or iodofo] 
gauze ( five per cent.) is passed with a dressinj 
forceps from above downward through tin 
cervix. 

The edges of the uterine wound may now 
compressed with the fingers to control an^ 
further hemorrhage and held in this way niitil 
the suturing is begun. 

The assistant who is holding the fundus main- 
tains a firm grasp and kneads it occasionally 
with sufficient force to keep up vigorous con- 
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tractions. At the same time hot-salt solution 
is poured over the uterus and into the abdom- 
inal cavity until all blood clots and other extra- 
neous substances are washed away. As the 
diminished size of the contracted uterus may 
allow loops of intestine to appear at the upper 
part of the abdominal incision, gauze pads, 
wrung out of hot-salt solution, should be so 
placed as to cover and protect the gut. It is 
needless to say that these pads must be care- 
fully counted as they are put in, to avoid the 
possibility of leaving any behind after the 
external wound is closed. 

Six rows of sutures are needed, — three in the 
uterus and three in the abdominal wall. All 
are of catgut and all are continuous, with occa- 
sional interruptions to prevent too marked 
loosening as the uterus contracts. 

The first line of sutures begins at the upper 
angle of the uterine wound, and the needle is 
passed through the muscular tissue down to, 
but not through the mucosa; then across into 
the muscular tissue of the opposite side just 
above the mucosa, emerging just beneath the 
peritoneal coat, and so on in a running suture, 
with the stitches about one-quarter of an inch 
apart, until the lower angle of the wound is 
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reached. It should be intermpted at two or 
three points to allow for contraction. 

The second line, also of No. 3 catgut, is in- 
serted in the same way, with the same interrup- 
tions, but includes the peritoneal as well as the 
muscular layer. 

The third line is a running Lembert suture 
of No. 2 catgut, taking in the uterine jwrito- 
uemn only and inverting its edges. 

When the uterine wound is closed and every 
suspicion of oozing has ceased, the gauze pads 
are to be removed and carefully counted and the 
abdominal cavity again washed out with hot- 
salt solution. All clots and foreign material 
must be gotten out, but any of the saline solu- 
tion that may remain will be absorbed. As an 
extra protection to the uterine wound, the omen- 
tum should, if possible, be drawn down over it 
before closing the abdominal incision. 

The abdominal peritoneum is now picked up 
with four artery clamps, one at each end and 
one at each side of the incision, and closed with 
a running, button-holed suture of No. 2 catgut. 
The fascia is brought together in the same way 
with No. 3 catgut, and then a continuous, sub- 
cuticular suture, also of No. 3 catgut, brings 
the skin edges together. 
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It is a good plan to cut out the lunbilictis 
before closing the external wound. 

The line of incision is now dusted with iodo- 
form, covered with iodoform gauze, plain gauze, 
and cotton, and the entire dressing held firmly 
in place with the adhesive-plaster strips over 
which the many-tailed bandage is applied. 

The gauze in the uterine cavity is removed 
through the cervis at the end of twenty-four 
hours, and the external dressing may remain 
undisturbed for a week if the patient's condi- 
tion is good. 



XVI. 

ABORTION. PREMATURE LABOR AND CURETTAGE 

The induction of Abortion, the induction of 
Premature Labor, and Curettage after the 
occurrence of miscarriage are operations not 
infrequently required of the general practi- 
tioner in the course of his obstetrical work, and 
yet, as a rule, inadequately described in thj 
text-books of midwifery. fl 

The writer employs one of two methods for 
emptying the uterus, his choice depending upon 
the duration of the pregnancy to be terminated. 
The method commonly described as the induc- 
tion of Abortion is used when pregnancy is to be 
ended at any time during the first four calendar 
months. After that period either the Krauae 
or the author's method of inducing Premature 
Labor is followed. 

It is hardly necessary to say that neither of 
these operations should be performed without 
the sanction and approval of at least one other 
regular physician in good professional stand- 
ing, and unless all of its indications are clearly 
present. When, however, the necessity for 
emptying the uterus has, after proper cousulta- 
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tion, been definitely decided upon, the sooner 
it is done the better. 

Assuming that the pregnancy is to be ter- 
minated at any time before the end of the fourth 
month of gestation, the following preparations 
are to be made : 

General anesthesia is always necessary, and, 
if the services of a competent nurse can be 
obtained, there need be but one medical assist- 
ant, who will administer the ansesthetie. When 
a good nurse is not available, the operator will 
require a second assistant to hold the speculum 
and assist him in other ways. 

The instruments needed are, — 

One uterine dilator of the "glove stretcher" 
pattern. The "Goodell" pattern is the best. 

One volsellum, with catch. 

One perineal retractor, either weighted or 
with handle, or. 

One Sims's speciilum, medium size. 

One graduated uterine sound. 

One Emmet's "curette forceps." 

Three long dressing forceps or "sponge 
holders." 

Scissors, curved or flat. 

One cannula gauze packer (Fig, 18). 

The dressings are, — 

One yard iodoform gauze, five per cent, 
sterile. 
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Twelve vulva pads, sterile. 

One T-bandage. 

One-half pound sterile absorbent cotton. 

The woman is to be etherized and prepared ll 
for operation in precisely the same manner as I 
for a forceps delivery. (See Chapter X.) She I 
may lie on the bed, but it is far more Batisfao- 1 
tory and convenient to have her placed on a final 
table as soon as she is amesthetized. As she 1 
will be removed to her bed when the operation 
is concluded, she need not know that the table 
is to be used. Many women, who will submit . 
to any surgical procedure so long as they arel 
not removed from their beds, are stricken with'^ 
terror at the mere suggestion of performing 
the same operation on a table. 

After the leg holder, rubber leggings, and 
towels have been adjusted in the manner 
already described, the operator will disinfect 
his hands as for Normal Labor, and seat himself 
in a chair directly facing the vulva. The instru- 
ments are to he boiled for ten minutes in the 
sodium carbonate solution, and the tray con- 
taining them is placed on a table covered with 
sterile or freshly laundered towels at the right 
band of the operator. Besides the instruments, 
there should be on the table a basin of cotton 
sponges in 1-2000 bichloride solution, a basin of 
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the same solution for the physician's hands, 
and the dressings. 

The vulva and surrounding parts are to be 
scrubbed thoroughly with Tr. green soap and 
hot sterile water, after which the soap is to be 
washed away with bichloride solution. The 
vagina is next to be scrubbed with the finger- 
tips, soap, and sterile water, particnlar care 
being taken that the forniees and all other 
places where infection might lodge are thor- 
oughly cleansed. When this has been done the 
canal is to be flushed out with the douche-tube 
and two quarts of warm bichloride solution, 
1-2000, after which it is to be mopped out with 
bichloride sponges held in the long dressing 
forceps. Each sponge must be squeezed dry 
before it is inserted so that it will absorb and 
remove any solution that may remain in the 
vagina. 

While the vagina is being mopped dry the 
assistant must thoroughly disinfect his hands, 
and take his place in a chair at the left of the 
operator. The perineal retractor or one blade 
of the Sims's speculum is anointed with steril- 
ized vaseline from a tube, inserted in the vagina 
as far as it will go, and drawn firmly downward 
and backward until the cervix uteri is in plain 
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sight. When this step is reached, the absolute 
necessity for having the ■woman's buttocks 
extend well beyond the edge of the table or 
mattress will be promptly appreciated. 

The speculum is to be held securely in place 
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by the right hand of the assistant passed under 
the patient's right buttock. The anterior lip 
of the cervix is now to be caught with the vol- 
sellum, drawn gently down towards the vulva, 
and the handle of the instrument given to the 
assistant, who will hold it in position with his 
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left hand, his wrist resting on the raons veneris. 

The dilator is next to be inserted gently into 
the cervix and the canal carefully and cau- 
tiously dilated until it will admit the closed 
blades of the curette forceps. Neither dilata- 
tion of the cervix nor curettement of the uterus 
must ever be attempted unless the anterior lip 
is fixed in the manner described, and the organ 
supported firmly and steadily in this way dur- 
ing the entire procedure. Dilatation must be 
attended with the utmost care and gentleness, 
and it may be fifteen minutes or more before 
the curettement forceps can be inserted. The 
dilator must be turned frequently on its long 
axis, 80 that the various diameters of the cervi- 
cal canal will be successively stretched. 

As soon as there is room for the curette for- 
* ceps to pass, it should be inserted and its blades 
opened and closed several times in different 
directions in order to break up the ovum, after 
which it is to be removed, bringing with it any 
part of the fetus or its membranes that may 
have been caught between the blades. 

This done the uterus is to be packed snugly 
with 5 per cent, iodoform strips as shown in 
Plate XIX; after which the vaginal canal is 
firmly tamponed with the same material. 
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It is not well to do anytbing further at this 
time, for the cervix is rigid and but slightly 
dilated, and the hemorrhage is often consider- 
able until the packing is in place. A sterile 
vulva pad is now placed over the genitals, the 
T-bandage adjusted, and the patient put in bed. 

The packing is to be removed at the end of 
twenty- four hours, when the cervix will be 
found soft and boggy, and in many cases the 
entire ovum will have been expelled from the 
uterus and lie in the vagina. 

If, after careful examination, the ovum is 
found to be intact, a vaginal douche of 1-2000 
bichloride solution is to be given (Chap. XIV), 
and a small piece of iodoform gauze laid in 
the vagina to absorb the blood from the uterus. 
This should be removed at the end of the second 
twenty-four hours, and the vagina again flushed 
out with the bichloride solution. 

If the uterus has been entirely emptied, and 
if the operator's asepsis has been faultless, there 
will be no further need of packing or douching, 
and the woman may be up and about her room 
in seven days. 

A careful record should be kept of her tem- 
perature and pulse, and if the "flow" is con- 
siderable, the following prescription will be 
found useful : 
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Ext. hjdrafitiB fluid., 

Ext. ergotffi fluid., 8a 5j. 

M. et Sig. 

One-half draehra every four hours. 

CuBETTAGE must be performed if, on removing 
the packing at the end of the first twenty-four 
hours, it is found that the uterus has not been 
completely emptied of the fetus and its en- 
velopes by the efforts already made. The oper- 
ation is also necessary when, after an ordinary 
miscarriage, examination shows tTiat only part 
of the uterine contents has come away. In any 
doubtful case, it is far safer to curette the 
uterus as a matter of routine. 

The number of assistants and the prepara- 
tions for operation are precisely the same as for 
the induction of abortion, with the addition of 
a medium-sized Thomas dull wire curette to 
the list of instruments. 

Examination made twenty-fonr hours after 
the induction of abortion, or at any time after 
the occurrence of a spontaneous mi.scarriage, 
will reveal a soft and boggy cervix and a dilated 
or easily dilatable os. 

The finger should first be introduced into the 
uterus (preceded, if necessary, by gentle dila- 
tation of the cervix) and an effort made to hook 
out the contents. If this fails, the speculum 
is to be inserted in the vagina, the cervix drawn 
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down with the volaellum in the manner de- 
scribed, and the embryo removed intact or piece- 
meal with the enrettement forceps. When this 
has been accomplished, the cavity of the uterus 
is to be thoroughly and systematically curetted 
in the following manner : 

The anterior wall is first gone over, then one 
lateral wall, the posterior surface, the other 
lateral wall, the fundus, and the comua. The 
utmost care must be taken that no undue force 
is exerted, for the walls of the uterus are not 
as firm and resistant as in the non-pregnant 
state. 

When all fragments of fetus, membranes, and 
placenta liave been removed, and the endome- 
trium feels smooth and free from adherent par- 
ticles, the uterus is to be flushed out with hot 
sterilized salt solution ( one drachm to the pint ) , 
until the returning liquid is clear and free from 
debris, 

A double current or "return flow" douche- 
tube should always be used for Lntra-uterine 
cleansing, lest the cervix contract firmly around 
the instrument, and some of the solution be 
forced into the Fallopian tubes, 

Fritsch's Uterine Irrigation Tube as modified 
by Kelly has been most satisfactory in the 
hands of the writer. 
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If the hemorrhage continues after a reason- 
able amount of douching, it would indicate that 
the uterus is not entirely empty, or that some 
placental tissue is still attached to its wall, and 
an effort should be made with the finger, for- 
ceps, or curette to locate and remove the mass. 

The vagina is now to be wiped dry with cotton 
sponges, and, if there is any bleeding beyond a 
slight oozing from the external os, the cavity 
of the uterus should be touched with Tr. iodine. 

One of the applicators is wrapped snugly 
with dry, sterile cotton, dipped in the iodine and 
passed through the cervix up to the fundus. 
The uterus will contract firmly upon the instru- 
ment, and if too much cotton has been used, or 
if it has not been wound on tightly, there is 
danger that it may be pulled off and left in the 
cavity of the womb when the applicator is 
withdrawn. 

This accident may be prevented by proper 
wrapping of the instrument, and by waiting a 
few moments for the uterine spasm to subside 
before withdrawing it. 

The iodine application may have to be re- 
peated three or four times, after which the 
vagina is to be again wiped dry, a strip of iodo- 
form gauze is passed into the cervix, and the 
vaginal canal packed with the same material. 



A MANUAL OF OBSTETRICAL TECHNIQUE 

The subsequent management of the ease is I 
precisely the same as after the induction of j 
abortion. 

The Induction of Premattjee Labob accord- 
ing to the Krause or the author's method is the. I 
procedure adopted whenever the uterus is to be i 
emptied after the end of the fourth month of 1 
gestation, providing haste is not the essential.! 
factor among the indications. 

This practically limits the field of this opera-i 
tion to cases of pelvic contraction when it is I 
perfonned in the last weeks of pregnancy, fori 
in cases of eclampsia, placenta previa, and the 
like, rapid manual dilatation and podalie ver- 
sion under complete antesthesia is the method 
of choice. 

It cannot he denied that a vast nimiber of,l 
infants are delivered instrumental! y every year.J 
in cases in which the necessity for operativa 
extraction might have been avoided by the! 
timely induction of labor. Of these infantSj 
many are dead at birth, many die within a few 
hours or days, and, of those that survive, it maj^ 
be said that the risk to which they were sob- 1 
jected by the operative measures employei 
would have been no greater, if as great, hact 
they been expelled naturally, even though 
few days, or weeks, prematurely. 
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In the class of cases which come within these 
limits we need only consider those forms of 
pelvic contraction of comparatively slight de- 
gree, in which the Cesarean operation could 
scarcely be discussed with propriety; and, as 
symphyseotomy and hebotomy have been tried 
and found wanting, we are forced to apply for- 
ceps or perform version at terra, or else adopt 
the more conservative and far safer procedure, 
both as regards mother and child, of inducing 
labor at a suitable time, jDiior to the normal ter- 
mination of the pregnancy. 

Unfortunately, and with sorrow be it said, 
there are at the present time no positive rules 
to be advanced for the accurate determination 
of the proper time for bringing about the deliv- 
ery in any given case, for no one problem in 
obstetrics taxes the skill, acumen, and judgment 
of the obstetrician to any greater degree than 
does the appreciation of the relation existing 
between the fetal head and the pelvic brim. 

In this connection pelvimetry helps us, it is 
true, but it is only the obstetric expert who 
obtains any material benefit from this source, 
for it must be admitted that it is a most unsat- 
isfactory science at best, while to the average 
general practitioner it is virtually terra incog- 
nita. Deductions made from the external 
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meaBurement are extremely unreliable, and the 
accnrate mensnration of the brim is accom- 
plished only with considerable difficnlty by the 
operator and ranch discomfort, if not actual 
pain, on the part of the patient. 

External pelvimetry has already been dis- 
cussed in a preceding chapter. 

The best and simplest instrument for deter- 
mining the internal diameters of the pelvis is, 
in my belief, that devised by Jacobson of New 
York (Fig. 19). Unlike the pelvimeters of 
Stein, Hirst, Farabeuf, Bylicke, and others, 
which are designed only for the estimation of 
the true conjugate of the brim, and differing 
materially from the appliances of Skntsek, 
although resembling them in some superficial 
points, the Jacobson pelvimeter gives all the 
internal measurements of the pelvic canal and 
seems to me to be mechanically perfect; while 
it is far less complicated than the kliseometer 
and pelvigraph. The principles of its employ- 
ment are extremely simple and no one familiar 
with the usual methods of pelvic examinatioii 
would find difficulty in its use, except for the 
fact that the resultant discomfort, if not pain, 
from which the patient suffers is enough, in my 
experience, to effectually prevent its general 
adoption for routine purposes. 
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Assuming, however, but for the moment only, 
that the maternal measurements are normal, we 
still have the fetus to consider, for, even with 
a normal pelvis, an overgrown child, or one with 




a hydrocephalns or an unduly ossified head, will 
create a disproportion which will cause as much 
trouble at the time of delivery as will a normal 
chOd in its attempt to pass through a contracted 
brim. "With the possibility of such a compliea- 
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tion in mind, we naturally turn to eephalometry 
or fetometry for assistance, only to suffer dis- 
appointment again. None of the mechanical 
methods of measuring the fetus in utero, as 
described by Perret, Stone, and MacDonald, 
has been at all satisfactory in my hands, 
although I have tried them conscientiously, and 
I now depend entirely upon such aid as I can 
gain from Miiller's method as modified by Hirst. 
In a word, the exact diameters of the pelvis, 
as expressed in inches or centimetres, are of no 
value whatever, unless the fetal head can be 
measured with equal accuracy, for the outcome 
of the ease will depend wholly upon the relation 
existing between the two, together with that 
often neglected and never determinable factor — 
the degree of ossification of the fetal skull and 
the consequent amount of moulding to which it 
will submit. In addition, the influence of hered- 
ity cannot be lost sight of, for it is well known 
that an unduly large father often begets children 
of unusual size, while a small man may be ex- 
pected to engender normal or even small 
infants. Again, the physical condition of the 
father must not be overlooked, for a man suffer- 
ing from any chronic, debilitating disease will 
seldom endow his offspring with great physical 
development. 
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For these reasons, if for no other, it is not my 
intention to formnlate any rules, other than of 
a general and purely superficial character, for 
the induction of labor as indicated by either 
pelvic or fetal measurements, and in the light 
of present obstetric methods I can only ui'ge 
the employment of every aid at our disposal, 
with the ultimate management of the case based 




upon the information obtained from a careful 
consideration of these combined factors. 

The pelvis of every pregnant woman should 
be measured carefully, as a matter of routine, 
and this rule is of the utmost importance in the 
case of a primigravida or of a multigravida 
"who has had difficulty in previous labors. In 
this connection it must not be forgotten that 
even a multigravida with a clear history of 
past easy labors may, at any subsequent deliv- 
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ery, suffer from most marked dystocia; either 
because her previous children were undersized 
and passed easily through a slightly contracted 
pelvis, or because of an overgrown infant unable 
to enter a normal brim. One of the most 
troublesome cases I ever encountered occurred 
in a woman who had had sis children without 
difficulty. I was called in consultation in the 
seventh confinement and found a dead fetus 
firmly impacted in the brim, upon which I per- 
formed basiotripay. The external measure- 
ments were normal, but internal examination, 
under chloroform, disclosed a large exostosis 
on the right side of the pelvis. The infant I 
delivered weighed S% pounds and was the child 
of a second husband, while of the others, by a 
first husband, I was told that none had weighed 
above 5iA pounds. 

If the external measurements indicate con- 
traction, internal mensuration should always 
be practised and an effort should be made to 
reach a definite conclusion as to the pelvic 
dimensions and the character of the deformity, 
if any is found to exist. 

The woman's husband should be seen or, at 
least, his general health and an idea of his 
physical development should be ascertained. 

If the patient is a multigravida the histories 
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of her past labors should be carefully studied 
and the birth-weights of her previous children 
should, if possible, be learned. 

With these facts well in mind, the physician 
should, at or about the beginning of the eighth 
month of gestation, begin the practice of the 
Miiller method of cephalometry, as modified by 
Hirst, and continue this practice at weekly 
intervals until it is found that the relations 
between the fetal head and the maternal pelvis 
have become so strained that the induction of 
labor is indicated without further delay. 

The method of examination is very simple. 
The external conjugate diameter of the brim is 
known. The head, lying transversely, is pressed 
firmly into the pelvis and, with one leg of the 
Beaudeloque pelvimeter on the last lumbar 
spine or in the depression below it, the other is 
placed over the anterior parietal eminence of 
the fetal skull. If this eminence projects V2 cm. 
beyond the superior border of the symphysis 
pubis, the time for the induction of labor has 
arrived ; while if the projection is 1 cm. or more, 
spontaneous engagement of the head cannot be 
expected to occur. 

For those who need figures for guidance, it 
may be said, in a general way only, that, with a 
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true conjugate of 9.5 cm. (external conjugate 
about 17.5), labor should be induced at the 
thirty-sixth week. 

If the true conjugate is but 8 cm. (external 
conjugate about 16 cm.), labor should be in- 
duced also at the thirty-sixth week and aided 
by forceps or version, according to the charac- 
ter of the pelvic deformity ; forceps in a justo- 
minor pelvis and version in a simple flat, or a 
flat rachitic pelvis. Or, labor may be induced 
at the thirty-second week and the child reared 
in an incubator. 

If the true conjugate is 6.5 cm. or less (exter- 
nal conjugate not over 14,5 em.), the woman 
should be allowed to go to term and be delivered 
by Caesarean section, unless the circumstances 
are such that this operation cannot be skilfully 
and properly performed when, in justice to the 
patient, abortion should be induced as soon as 
the deformity is recognized. 

It may be thought that, in making these state- 
ments, I have deliberately overstepped the limi- 
tations which I imposed upon myself but a 
moment ago when I said that I should not 
attempt to formulate any rules for the induc- 
tion of labor based upon mechanical mensura- 
tion of the pelvis, but it must be remembered 
that these rules are purely arbitrary in char- 
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acter and intended for general goidanee only, 
and that until we can determine accurately the 
size of the fetal head and its relation to the 
pelvic canal, we cannot depend upon fixed lawa 
to regnlate our actions. 

Cases in which the extraction of a living child 




Fig. 21. 

Cervii aad VBcian packed with £aiue tbruuelj bivalva Bpeoulum. 

through the natural passages is obviously im- 
possible are not within the scope of this discus- 
sion, and we have only to deal with those 
patients who present a moderate degree of 
pelvic contraction and in whose management the 
question arises only as to the proper time for 
the induction of labor and the method to be 
employed. 

217 
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To recapituJate: the pelvis of every pregnant 
woman should be carefully measured and the 
physical development of the husband should be 
learned. Beginning with the end of the seventh 
month of uterogeatation the Miiller method of 
cephalometry, as modified by Hirst, should be 
practised at weekly intervals until, if such time 
occurs, the induction of labor is clearly indi- 
cated by reason of disproportion between the 
fetal head and the pelvic brim. 

If this indication is found, it has been my 
experience that the choice of method depends 
largely, if not entirely, upon the woman herself. 
I have discarded, absolutely, the use of bags, 
except in cases of premature rupture of the 
membranes, when I employ them only to replace' 
the absent sac and then with much trepidaticm. 
It is true that the bag serves as a hydrostatic 
dilater and affords equal pressure in every, 
direction, as does the unruptured ovisac; but 
always at the price of displacement of the pre- 
senting part. It must never be forgotten that, 
with unruptured membranes, the presenting 
part (be it what it may) is inside the sac, while 
with membranes unruptured and a mechanical 
bag in situ, the presenting part is outside the 
sac and inevitably displaced more or 

In the ease of a primigravida I make 
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the Krause metliod of induction, as modified by 
myself, but only after suitable preparatory 
treatment of the cervical canal. 

With multigravidse I employ either the same 
method or else use one of my own expansion 
rings, according to the case. 

The principal objections which liave been 
raised against the Krause method of inducing 
labor are : The difSculty of inserting the bougie, 
the uncertainty of its action, the possibility of 
premature rupture of the membranes, and the 
danger of sepsis. There need be no difficulty in 
passing the bougie; if properly inserted there 
will be neither imcertainty of action nor danger 
of rupturing the membranea, and the matter of 
sepsis lies wholly with the operator. 

Before any instrument can be inserted with 
safety into the gravid uterus the cervix must be 
softened and somewhat dilated by suitable pre- 
paratory treatment. This is accomplished by 
packing the cervical canal and, to a certain 
extent, the lower uterine segment, with five per 
cent, iodoform gauze, through a cannula gauze 
packer, as shown in Plate XLS, In the case of a 
primigravida the smallest gauze packer (Fig. 
18) is used, with one-half inch strips, and, in 
every case, the anterior lip of the cervix is 
steadied with a bullet forceps held by the assist- 
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ant or nurse, while the instrument is introdni 
along the fingers of the operator's left hand, 
used as a guide. After the cervix has been 
packed the vagina is also filled with gaxize, 
through a bivalve speculum (Fig. 21), and the 
entire packing is removed at the end of twelve 
or eighteen hours. It is well to tie the end of 
the cervical packing to the vaginal gauze so thai 
all may he withdrawn at onee, and, as this inti 
duction and removal of the gauze causes neit] 
discomfort nor pain to the patient, an am 
thetic is wholly unnecessary. 

While it is true that, in certain cases, the mere 
packing of the cervix and vagina may be enough 
to induce uterine contractions, this result 
never be definitely expected, and further trei 
ment is usually required. The ehai'acter of thit 
subsequent method of interference will depend 
wholly upon the condition of the cervix, and this 
cervical condition is largely, if not entirely, 
dependent upon the number of children that the 
woman has borne. 

A primigravida and, in many instances, 
multigravida with no cervical laceration, 
often present a more or less rigid cervix with no 
marked softening or dilatation, even after pre- 
liminary treatment with gauze. In sueh cases 
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the Krause method of stimulating uterine con- 
tractions is the best. 

The patient should be placed in the lithotomy 
position and the anterior lip of the softened 
cervix grasped and drawn down with a bullet 
forceps or volsellum. A silk or linen bougie 
(Fig. 20) about the size of a lead pencil, which 
has been prepared by thorough scrubbing with 
soap and warm water and then soaked for one 
hour in cold, bichloride solution (1-1000), is 
fitted with a sterilized stiff wire stylet and 
anointed with sterile vaseline. This appliance, 
curved in the shape of a male sound, and guided 
by the fingers of the operator's left hand, is now 
passed into the uterus, exactly as a sound is ia- 
trodueed tlirough the penis into the male blad- 
der. (Plate XX.) When the tip of the bougie 
has passed well around the globular fetal skull 
and points away from the promontory of the 
sacrum, the ring of the stylet is held firmly by 
the nurse and the operator slides the bougie off 
it and into the uterus, between the membranes 
and the muscular wall, until not more than two 
or three inches project from the external os. 
(See Plate XX.) 

The stylet is held in place merely to maintain 
the curve around the fetal skull and is with- 
drawn as soon as the bougie is in place. No 
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force may be used in the introduction of tiu 
instrmnent, and, when this little operation is 
performed gently and carefully, the patient will 
suffer in no way, the sacral promontory will not 
be impinged upon, the membranes will not be 
ruptured, and certainty of action is practically 
assured. If sepsis follows the blame will usually 
lie with the operator. 

The vaginal canal is now snugly packed wi1 
gauze, and if, after twelve hours, no labor pains 
have occurred, the gauze is removed and the 
bougie reinserted or another placed by its side. 

It seldom happens, however, that the firet^l 
bougie, if properly passed up to the fundns,;^| 
fails to produce the desired result. "- 

As soon as labor pains are well established 
both the packing and the bougie should be with- 
drawn and the case allowed to proceed without 
further assistance. It is a serious mistake to 
leave the bougie in place until it is forced ontj 
of the uterus by the contractions. Such praetic 
not infrequently results in premature and hi| 
rupture of the membranes. 

In the case of a multigravida with a short,, 
softened and dilated cervix, I prefer my own 
expansion rings {so-called for want of a better 
name), which I have used successfully and with 
entire satisfaction in a large number of cases. 
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These rings are of such simple eonstmction 
that I have not called upon any instrument 
maker to provide them for me, but make them 
myself, according to my needs. As one ring 
will suffice for several cases, unless the spring 
mats and breaks, I have not made many. 

The appliance consists simply of a soft 
rubber catheter with the tip cut off, into which 
is passed a long spiral watch spring of the 
cheaper grade. This forms a circle when in 
place and the approximate ends of the catheter 
are sewn together. (Fig. 22a.) 

When boiled the instrument is sterile and 
ready for use. 

It is then pinched up at one point and tied 
with bobbin tape, in a bow-knot with short loops 
and long ends (Fig, 22b) and grasped with a 
bullet forceps, as shown in the illustration. 

The anterior lip of the cervix is now drawn 
down and held by an assistant or nurse and the 
constricted segment of the ring, guided by the 
fingers of the left hand of the operator, is intro- 
duced, by means of the bullet forceps, into the 
cervix and just through the internal os. (Fig. 
23.) 

The nurse now pulls on the long end of the 
tape, unties the knot, and releases the spring. 
(Fig. 24.) 
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The operator, still holding the ballet force] 
firmly in place while the anterior cervical lip ia 
steadied by the nurse, grasps one side of the 
ring between his thumb and forefinger and 
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pushes it slowly and gently into the uterus, until 
about half baa passed the internal os. (Fig. 25.) 

This is accomplished without pain or disconbrH 
fort to the patient and with absolutely i 
ger of rupturing the membranes. 
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When the ring is in place, in the form of a 
figure of 8 with its greatest constriction at the 
level of the internal os uteri, the vagina is 
packed with gauze as before (Fig. 26) and 
labor may be expected to begin within a few 
hours or even minutes. 

It is well to attach a tape to the vaginal por- 
tion of the ring (see Fig. 26), lest it work its 
way into the uterine cavity. 

It has been my experience that, in selected 
cases and, by reason of its expansibility and 
property of worming its way into the cavity 
of the uterus, this little contrivance possesses 
an almost uncanny power to incite uterine con- 
tractions, while its insertion is so simple when 
the OS is soft and patulous and its actual ina- 
bility to puncture the ovisac is so apparent that 
I believe it to be worthy of careful trial. 

As soon as labor pains begin it and the 
vaginal packing should be removed at once and 
the case allowed to go on as when the Krause 
method is employed. 

It must be kept in mind that the induction of 
premature labor in the case of a primigravida 
should seldom be performed unless by one who 
has made a special study of the subject, for 
nearly eighty per cent, of labors in moderately 
contracted pelves end spontaneously, and it is 
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wiser for anyone, other than the obstetric 
expert, to let the woman "try herself out" in 
her first confinement. 

In the case of a mnltigravida with unmis- 
takable pelvic contraction and a history of past 
operative deliveries and death of the infant, 
the indaction of premature labor is clearly indi- 
cated, and, if undertaken at the proper time 
and performed in a proper manner, the results 
will be satisfactory in a very large proportion 
of cases. 

The idea that the fetal mortality in well 
selected cases of induced labor is unduly high 
is, without question, absolutely fallacious, for 
if these same women were allowed to go on to 
term and were then delivered by operative 
measures, the infantile death-rate would be 
infinitely greater. 
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XVII 

THE OBSTETRICIAN 

The Obstetrician mnst, in justice to his 
patients, be free from the pursuit of any avoca- 
tions requiring his prolonged absence from his 
office, and he should have a standing arrange- 
ment with a suitably qualified professional 
neighbor to attend promptly to bis work when 
he is unavoidably prevented from doing so 
himself. 

He must be particularly careful in the matter 
of personal eleanliness, giving special attention 
to the care of his hands, finger-nails, beard, and 
hair. Clothing that has been worn to a con- 
tagious or infectious case must never find its 
way into the lying-in chamber, and if gloves are 
worn at all they should be of some washable 
material. 
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The Obstetrical Xarse fills a very trying 
position, and, to be saccessfnL, mnst be espe- 
aally adapted to her chosen calling. 

She has two patients nuder her care, and 
roaay demands are made npon her tune, 
strength, and good-natnre, botii h\ day and 
nig^t. Consequently, she must be cheerfol and 
obliging as well as neat, trustworthy, and en- 
tirely truthful. Above all else, she must be 
thoroughly in accord with the physician, obey- 
ing bis orders to the last degree, and reporting 
to him at once any infractions of the rules that 
he has laid down for the patient. Bright, intel- 
ligent women between the ages of twenty-eight 
and thirty-five years make the best obstetrical 
nurses. Old women and so-called "monthly J 
nnrses" are worse than useless. I 

The nurse, like the physician, must be scrupu- 
lously neat and cleanly in her habits and in- 
stincts. When in attendance on a case she 
should wear a dress of wash goods, made with 
detachable sleeves which can be taken off when 
she has any duties to perform about the patient, 
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(Plate XXI.) An apron must always be worn, 
and a nurse's cap is very desirable. 

A nurse should be careful to supply herself 
with enough clean dresses, aprons, and caps to 
provide against any emergency. A bed or cot 
should be prepared for her in the lying-in room, 
but she should under no circumstances sleep 
with the patient. 

If possible, her work should be so arranged 
that she can be out of doors in the fresh air for 
an hour every day, and the thoughtful physician 
will Bee that this opportunity is given her. 



APPENDED A 

The writer records the histories of his obstet- 
rical cases on printed cards of the kind adapt- 
able to the Globe-'Weniicke Card Index System. 
Three cards are required for each patient, — 
one for the Pregnancy, one for the Labor, and 
one for the Puerperium. A leather pocket-case 
is used, in which the cards are carried as long 
as the patients are under daily observation, 
after which they are placed on file in the proper 
drawer of the cabinet. 

Four or five sets can be carried at a time, 
together witii one or two blank sets for new 



In this way the record of every case is avail- 
able for instant reference or additions as long 
as the patient is under active treatment, and 
readily accessible at any future time. 

The cards are reproduced in their actual size 
and will explain themselves. 
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APPENDIX B 

A LITTLE pamphlet, of which the following is 
a reprint, is given by the writer to each of his 
obstetrical patients on the occasion of her first 

visit. 

Note. — This Pamphlet has been prepared for private dietri- 
bution among the author's obstetrical patients. It is needless 
to Bay that the suggestioDB and advice given ehould be 
followed out to the letter. Nothing has been inserted that 
is not essential to the health of the mother and her infant, 
and to the successful outcome of the case. 



■' GENERAL REMARKS 

EvEET pregnant woman should place herself 
under the care of the physician who is to attend 
her in her confinement as soon as she is aware 
of her condition. 

He will then be in a position to foresee, and 
in all probability to prevent, the ocenrrence of 
unfavorable complications. 

During pregnancy, corsets and everything 
else that tends to constrict the chest, waist, or 
abdomen should be discarded. This rule is of 
the greatest importcmce to both the mother and 
the child. 
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A good snbstitute for corsets is the "Ferris 
Waist," or some garment of similar construc- 
tion which permits the weight of the skirts to 
be borne by the shoulders. 

A broad Abdominal Band may be worn if, by wj 
its support, it gives comfort. mt 

Gabtebs that encircle the leg should be dis^P 
pensed with, and in their place some form of 
stocking supporter should be used. 

TJndeewear should be of wool, in weight 
suited to the season of the year, and should 
consist of vest with long sleeves, and long 
under-drawers — or of the so-called "combina- i 
tion" suit made in one garment. ^M 

OuTEB Gabments should fit loosely and com^^P 
fortably, and should be enlarged as often and 
as much as occasion requires. 

The pregnant woman should remember that 
from the moment of her conception her whole 
duty is to herself and her child, and that 
attempts to conceal her condition by lacing and 
similar means are both foolish and morally 
wrong, for such efforts at concealment are 
effectual for a short time only, and are apt to 
interfere seriously with the development of the 
infant as well as with the general health and 
comfort of the mother. 

The better a woman's health and strength 
during her pregnancy, the better will she be 
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able to pass through the ordeal of labor and 
perform the duties of motherhood. 

Regular, daily Exebcise in the open air should 
be taken as far as practicable. This should 
never be pursued to the point of fatigue, and 
will, of course, be governed largely by the state 
of the weather. Ordinary "rainy days" need 
not prevent the usual outing, provided tlie 
woman be warmly and dryly clad and shod, but 
during heavy storms of rain or snow it in best 
to remain indoors. There is no better form of 
exercise than walking, and it has the additional 
merit of economy and convenience. 

As already mentioned, it is of the utmost 
importance that the body, and especially the 
feet, be kept warm and dry, Neglect of this 
rule may result seriously to the rnother. 

In the event of nnavoidable exposure to cold 
and wet, the first opportunity should \m taken 
to completely remove all clothing in a warm 
room and rub the entire body briskly with rough 
towels until a good circulation of the bloo<J in 
established and the skin Is warm and glowing. 
Warm, dry clothing should then [>e pat on, and 
a hot drink of lemonade, t«a, or whiskey aod 
sweetened water would not be out of pla/se. 

Particular attention eboold t^e given Ui the 
n, and if they do not regain warmth, hot- 
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water bottles, hot fiat-irons, or hot stove-lids ^M 
should be made use of. ^M 

Too much emphasis cannot be laid on the'^M 
necessity for avoiding exposure to cold and ^M 



dampness. 

The pregnant woman requires abundance of 
Sleep, and a nap of one or two hours should 
be taken every afternoon. 

The functional activity of the Skin should 
be maintained by means of the warm general 
bath, accompanied by the free use of soap, — 
daily in warm weather, and at least twice a 
week in cold weather. Baths are best taken at 
night, immediately before retiring, to avoid the 
danger of catchmg cold. 

The Teeth of the pregnant woman are apt 
to undergo certain destmctive changes, giving 
rise to the old proverb, "For every child a 
tooth." This condition can be obviated to a 
great extent by giving special attention to the 
care of the mouth. The teeth should be brushed 
at least twice a day with a soft brush, and the 
mouth thoroughly rinsed after each meal with a 
weak solution of Listerine (one teaspoonful to 
a third of a glassful of Inke-warm water). Any 
soreness of the teeth, mouth, or gums which 
does not subside promptly under this treatment 
should be reported at once to the physician. 
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Sexxtal Ihtbecodbbb is to be regulated care- 
fully. During the first four months of pr^- 
nancy, and again towards the end of the period, 
it is best for husband and wife to occupy sepa- 
rate beds, 

A normal action of the Bowels should be 
maintained, and the physician should be con- 
sulted if the ordinary household laxatives are 
not sufficient to cause one evacuation daily. 

Seidlitz Powders, Hunyadi Water, or one of 
the Saratoga Waters may be taken in the morn- 
ing, or a teaspoonful of Compound Licorice 
Powder or of Fluidextract of Caseara Sagrada 
at night, with safety, but the stronger cathartics 
should be avoided. 

Care must be taken, however, not to go to 
the opposite extreme and permit the existence 
of DiARRHCEA, Tn such event the physician 
should be notified if it persists more than 
twenty- four hours, or sooner if it is of marked 
severity. 

In the matter of Diet, the pregnant woman 
may, ordinarily, be allowed to consult her own 
taste so far as it is consistent with common 
sense. Food should be plain, nourishing, and of 
sufficient quantity. TTnusnal, highly seasoned 
or very rich dishes should be shunned. If, 
however, there is an actual craving for such 



1 

A MANUAL OP OBSTETRICAI, TECHNIQUE ■ 

things, the physician should he consulted before H 
it is Yielded to. ^ 

t 
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it is yielded to, 

While the appetite is naturally somewhat 
increased at this time, it should be kept within 
bounds, and "over-eating" must be avoided, 

A woman is often unduly, and abnormally, 
irritable and "nervous" during pregnancy, — ■ 
a state of affairs due largely to her condition. 
It is, therefore, the duty of her husband, and 
of all others who come in contact with her, to 
make her home life and surroundings as enjoy- 
able and free from care and anxiety as possible. 

But it is none the less her own duty to over- 
come, as far as may be, any tendencies that she 
may have towards petulaney and peevishness. 
She and her family should unite in an effort to 
make this period of her life notable for its 
happiness. 

From the first, late hours, dancing, horai 
back or bicycle riding, and similar forms oj 
recreation, should be given up. 

Regularity in living and moderation in recre-i 
atioD, exercise, and eating are among the essei 
tials of good health. 

Any deviation from ordinary good health' 
should be reported at once to the physician. 
Among the symptoms that may appear and 
require professional scrutiny are: Excessive 
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vomiting, tending to weaken the patient; loss 
of appetite ; sleeplessness ; severe or continued 
headache; disturbances of sight, such as dim- 
ness of vision or the appearance of spots float- 
ing before the eyes; fainting; swelling of the 
face, hands, or feet, and any diminution in the 
amount of urine passed. 

The safest plan is to consult the physician if 
anything interferes with ordinary good health. 
The idea should not be entertained that because 
a woman is pregnant she is bound to suffer, or 
even be uncomfortable, the greater part of the 
time. 

During the last two months of pregnancy the 
Eeeasts and Kidneys require careful attention. 
The former should be bathed daily in cold water, 
and the nipples drawn out with the thumb and 
index-finger- for a few minutes each day. If 
the nipples are small, retracted, or depressed, 
or if there is any tendency towards soreness or 
tenderness, the physician should be notified. 
Of far greater importance is the condition of 
the bladder and kidneys, and during the last 
two months of pregnancy a specimen of urine 
should be sent to the physician's office once a 
week for examination. The specimen should be 
from the first urine passed after rising, and 
should be collected in a clean bottle, which is to 
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be securely corked and marked with thaJ 
patient's name and address and the date. 

THE LYING-IN ROOM 

The choice of the Lying-in Room is not a3 
matter of indifference. 

It should be commodious, well ventilated, and i 
one that can be maintained at a uniform and 
comfortable temperature (70°-72^ Fahrenheit). 
A sunny exposure and an open fire-place are j 
desirable features. J 

Under no circumstances should a room be ■ 
selected if it has recently been occupied by a 
patient suffering from a suppurating wound, 
cancer, erysipelas, child-bed fever, or any of the 
ordinary "contagious" diseases, such as diph-^ 
theria, measles, scarlatina, or typhoid; nor J 
should furniture, mattresses, or pillows thatT 
have been used by such a patient be admitted* 
to the lying-in room. 

About a week before labor is expected toJ 
occur the room should be thoroughly cleanedil 
and aired, and all unnecessary eurtaius, por-* 
tieres, rugs, and ornaments removed. It is notJ 
necessary or desirable, however, to so far dis- 
mantle it as to render it unattractive and cheer-l 
less. The essential point is to make it scrupu-J 
lously clean and keep it so. 
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PREPARATIONS FOE LABOR 
The Boom. — This should be clean and warm, 
and contain, beside the ordinary furniture, a 
table covered with freshly laundered towels; 
two wash-basins and slop-jar; plenty of hot 
water, and at least a gallon of cold water, which 
has previously been boiled for half an hour and 
allowed to cool in a covered vessel or in large, 
corked bottles. As the majority of labors occur 
during the night, ample provision for lighting 
should be made, and a small gas- or oil-stove 
is a convenience, if not a necessity. 

The Bed should be strong and firm, with a 
flat hair mattress, and should be made ready as 
follows : The mattress is covered with a rubber 
sheeting, over which is laid a white linen or 
cotton sheet. These two coverings are pinned 
fast to the mattress to prevent their slipping. 
Over them is placed a second rubber sheeting 
and a second white sheet, while another sheet, 
folded in several thicknesses, or the obstetrical 
pad (to be described later) is placed in a position 
to receive the discharges. At the conclusion of 
labor these last coverings may all be removed at 
once, leaving on the bed only the first rubber 
and the first white sheet. When practicable it 
is best to provide a small cot, prepared as above, 
on which the labor can take place, after which 
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the patient will be removed to her bed. The ^| 
rubber sheeting must he absolutely clean, and ^M 
all the bedclothes freshly laundered. ^H 

The Patient. — As soon as labor pains be^n ^H 



the jjhysician should be sammoned. While 
awaiting his arrival the patient should receive 
a thorough bath with soap and warm water, and 
then dress herself in a clean night-gown and 
clean stockings, over which she will wear a 
warm wrapper or bath-robe. If the pains are 
very severe from the first, a good sponge-bath 
will answer, but as a rule there is nothing to 
prevent her using the tub, assisted by the nurse 
or other attendant. 

If the patient has been sleeping in the bed in 
which she is to be confined it should be dis- 
mantled at once, the mattress turned over, and 
prepared for the labor with fresh, clean bedding 
in the manner already described. 

ARTICLES TO BE PROVIDED BV THE PATIENT 

At least three weeks before labor is expected, 
the following articles should be provided and j 
ready for use: 

Six Abdominal Bindbbs. — These are to be 
made of the cheapest grade of unbleached 
muslin, one and one-half yards long and three- 
quarters yard wide. They should simply be 
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torn in the required size and not hemmed or 
finished in any other way. 

Two Obstetrical Pads for receiving the dis- 
charges. Each is a bag of cheese-cloth, twenty 
inches square, and stuffed with cotton batting 
so as to make a pad three or four inches thick, 
and "tacked" or tufted in sach a manner as to 
prevent the cotton from slipping or crowding 
out of place. 

It should then be rolled or folded into as 
compact a shape as possible, pinned up in a 
towel or piece of clean white cloth of any sort, 
and laid away until needed. 

One Dozen Clean Towels, made up in a 
parcel, and covered with cloth or with another 
towel. 

Two and One-Half Dozen Sanitabt Pads. — 
These are made of absorbent cotton, ten inches 
long by three inches wide and two inches thick, 
covered with white (bleached) cheese-cloth. 

A one-pound package of plain absorbent 
cotton, to be had at any druggist's, will make 
the required number of pads. They should then 
pinned up in towels or clean muslin in pack- 
ages of sis pads each and laid away nntil 
required. 

Safety-Pins. — Two papers of large and one 
of small size. 
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One New Nail-Brosh. — The best are those 
with wooden backs, costing five or ten cents 
each. 

Absobbent Cotton. — One-half pound, John- 
son & Johnson's. 

TiNCTUEE OP GrKEEN SoAP. — Four ounces. 

Alcohol, ninety-five per cent. Six ounces. 

One B0TTI.1E Oltve On-. — Barton & Guestiers ' 
salad oil, 40-cent size. 

One Tube Plain Vaseline. 

One Cake White Castile Soap. 

Six Flannel Binders for the infant, six 
inches wide by one-half yard long. 

One Soft Flannel Blanket, one yard 
square, for wrapping up the infant immediately 
after birth. Any old soft piece of woollen goods 
will answer, provided it is clean. 

Diapers, slips, and other clothing for baby. 

Eubber sheeting, two wash-basins, preferably 
of agate or enamel ware, and a good supply of 
clean white sheets, pillow-cases, and towels. 

Everything must he scrupulously clean, and 
the various articles should be put away in one 
place where they can be gotten at the moment 
they are needed. There should be no confusion 
or delay at the last minute. 




A SHEET of instructions, of wliicli the follow- 
ing is a reprint, is given hy the writer to every 
nurse in attendance on his obstetrical cases. 



DIRECTIONS FOR THE NURSE IN 

OBSTETRICAL CASE 

The Water-closet must not, under any cir- 
cumstances, be used hy the patient after the 
commencement of labor. 

Give rectal injection as soon as pains begin 
{one pint of soapsuds, teaspoonful of spirits of 
turpentine). Have the patient wash the exter- 
nal genitals thoroughly with soap and warm 
water, and dress herself in night-gown, stock- 
ings, slippers, and dressing-gown or wrapper. 

Fill three pitchers with water that has been 
hailing for half an hour; tie clean towels over 
their tops. This water is to be used for all 
purposes about the patient and for making the 
antiseptic solutions. 

Prepare the bed (or cot) for the labor with 
rubber sheeting and clean bedding. 
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See that there is a plentiful supply of hot 
water, and that the provisions for lighting are 
ample. 

Give no vaginal douche unless specially di- 
rected to do so. 

Take temperature and pulse every four hours 
for first week; afterwards, night and morning. 

Report at once pulse over 100 or temperature 
over 100%° F. 

Place pad of nursery cloth, a folded clean 
towel, or a folded clean sheet under patient; 
change it when soiled. 

Occlusive dressing (sanitary pads) to be 
made of absorbent cotton and plain gauze or 
cheese-cloth with clean hands, and pinned to 
binder in front and behind. They should be 
sterilized before use, and are to be changed 
every four hours for first week. 

External genitals to be bathed every four 
hours with warm lysol solution (two teaspoon- 
fuls to the pint) made up with boiled water. 
Use absorbent cotton for this purpose. 

If, at the end of twelve hours, the bladder 
cannot be emptied naturally, use the catheter. 

Afterwards, if necessary, catheterize the pa- 
tient three times a day. 

Boil catheter for ten minutes before use. 
Expose the meatus and cleanse the surrounding 
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parts thoroughly with the lysol solution before 
passing catheter. 

The patient is to lie on her back; she may 
be moved from one side of the bed to the other 
several times a day. Her limbs may be rubbed 
with alcohol and water or bathing whiskey once 
a day. 

The nurse's hands are to be scrubbed with a 
nail-brush, soap and water, and rinsed in a 
1-2000 bichloride solution before catheterizing 
the patient or cleansing the genitals or breasts. 

Diet. — First forty-eight hours. — Mi!k (one 
and one-half to two pints a day), gruel, soup, 
one cup of tea a day, toast and butter. Second 
forty-eight hours. — Milk-toast, poached eggs, 
porridge, soup, corn-starch, tapioca, wine-jelly, 
small raw or stewed oysters, one cup of coffee 
or tea a day. Third forty-eight hours. — Soup, 
white meat of fowl, mashed potatoes, beets, in 
addition to above. After sixth day, return cau- 
tiously to ordinary diet, — that is, three meals a 
day, meat of an easily digested character at one 
of them, — white meat of fowl, tenderloin of 
beef, etc Also a glass of milk three times a 
day, between meals and before going to sleep at 
night, and a glass in the middle of the night. 

CsniD. — After being well rubbed with sweet 
oil, the child is to be washed on the nurse's lap. 
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The bath-tub must not be used until the eord 
is healed. Water, 98° to 100° F. Use a ther- 
mometer. The cord is to be dressed with plain 
sterilized gauze. Observe carefully for bleed- 
ing. For a dusting powder use starch, five 
parts ; salicylic acid, one part. The child should 
be bathed daily, about mid-day, in the warmest 
part of the room. Avoid draughts. Use eastile 
soap and a soft sponge ; avoid the eyes. Diapers 
to be changed as often as wet or soiled. For 
chafe, use sweet oil or cold cream and talcum 
powder. 

NuKsiNG. — The child is to be put to the breast 
every four hours for the first two days. No 
other food is to be given it. After the second 
day it should be nursed every two hours, from 
7 A,M. to 9 P.M., and twice during the night — 
1 A.M, and 5 a.m. 

Breasts. — Before and after each nursing, 
the nipples are to be thoroughly cleansed with 
a saturated solution of boric acid, applied with 
fresh pledgets of absorbent cotton. If the 
breasts become tense and tender apply a snug 
breast-binder. Watch carefully for any sore- 
ness or erosions of the nipples. 
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